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“ANC 


Tablets containing 25 mg. 
meclozine dihydrochloride 


THE B.D.H. 
ANTIHISTAMINIC 














HAY FEVER and other allergic 
conditions and MOTION SICKNESS 


ADVANTAGES 


Basic N.H.S. prices: Plastic container of 10 tablets 1/8 


THE BRITISH DRUG HOUSES LTD. 


long duration of action 
exceptionally well tolerated 


Bottles of 25 tablets .. 3/8 
”» 92 250 55 + 32/6 
Literature and samples will be sent on request 





(Medical Dept.) LONDON N.I 














GAsEERS IN MEDICINE 
Edited by P. O. WILLIAMS, M.A. (Cantab.), M.B., 


With contributions from 49 eminent medical authorities 

Cr. 8vo 292 pages Price 15s. net, plus 1s. 4d. postage 

This book outlines the particular qualities of mind, the type 
and amount of specialised training, required in each branch of 
the Medical Profession. 

“. .. it should be in the hands of everyone who has to advise 
medical students, and certainly should ‘be consulted by every 
newly-qualified doctor.”—The Practitioner. 


Hodder & Stoughton Ltd., 20, Warwick- “square, London. E.C.4 


‘ANAGEMENT OF BURNS 
4 Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION OF PLASTIC SURGEONS 
from THE LANCET with an appendix 
These articles, record the practice of su’ ms who are treating 
tee every day and who see the = fesults of treatment 
8 carefully og from the Here is their plan, 
fay but briefly, sot ou 
48 pages Price 2s. 6d. (postage 4d.) 
The Lancet Limited, 7, |, Adam-street, Adelphi, London, Ww y.C.2 2 





'N\HE ESSENTIALS OF FORENSIC 
MEDICINE 
By CYRIL JOHN POLSON, M.D., F.R.C.P. 
Barrister-at-Law ; Professor of Forensic Medicine 
University of Leeds 
“It is superbly done, for he writes well, lucidly, and sanely, 
weaving the vivid and the more mundane chapters of forensic 
medicine, medical ethics, law and insanity into a vy 
whole that is both informative and readable.” —The Lancet 
562 pages 30s. net, plus 1s. 6d. postage 
The English Universities Press Ltd., 102, Newgate-street, 
London, E.C.1. 





Third Edition 
BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospital 
Completely revised. 74 Chapters (11 new). 1594 Illustrations. 
11 Colour Plates. 1568 Pages. Price £8 10s. net. 
H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 


"[PCHN IQUES IN PHYSIOTHERAPY 


Edited by 
F. L. GREENHILL, 8. RN. M.C.S.P., T.H.T. 
late Sister-in-Charge, Medical Rehabilitation Unit, Royal Free 
Hospital ; late Sister-in-Charge, Rehabilitation Unit, ill End 
E.M.S. Hespital (St. Bartholomew’s) ; Former Member Council 
of Chartered Society of Physiotherapy. 
Assisted by 
C. B. HEALD, C.B.E., M.D., F.R.C.P., in Rheumatism and Arthritis. 
J. N. BARRON, F.R.C.S., in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.S.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 

Pages 222 + x & plates 34 figures 

12s. 6d. net, plus 1s, 2d. postage. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 

Sizth Edition Now available 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 
Demy 8vo 314 +x 10s. 6d. net, plus 10d. postage 


Revised and enlarged (containing a new chapter on Clinical 
Trials and 16 pages of random sampling A 7 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 
UNITED STATES OF AMERICA AND CANADIAN pase RIGHTS 


HELD BY OXFORD UNIVERSITY PRESS, 
114, Fifth Avenue, New York, 11, N.Y., U. s. A. 


Demy 8vo 











ENDOCRINE 


Of the first edition of this well-known textbook The Practitioner said : 
little space is left over for the letterpress. 
only possible to one who is completely master of his facts.’ 


up-to-date and comprehensive textbook available on the subject. 
Just published 556 pages 





FOR P4:/DIATRICIANS AND ENDOCRINOLOGISTS 
THE DIAGNOSIS AND TREATMENT OF 


IN CHILDHOOD AND ADOLESCENCE 
Second Edition 
LAWSON WILKINS 


“This superb book differs in every way from any textbook of endo- 
crinology hitherto published. It is a masterpiece of compression, for the illustrations are so numerous and the bibliographies so long that 
In spite of this there is nothing telegraphic about the style: the book is very 
brevity has not been achieved at the cost of wey ry a) for a prolonged search has failed to find any omission of importance. . 


The addition of much new material, combined with the minute revision of the original chapters, make “* Wilkins” 


BLACKWELL SCIENTIFIC PUBLICATIONS 





DISORDERS 


readable. This 
. a brevity. 


once again the most 
£6 12s. 6d. 
OXFORD 


497 illustrations 
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BROADER SPECTRUM 


for Greater Protection 


Combining the orally effective Penicillin-V with three sulphonamides, 
this pleasant fruit-flavoured suspension is ideal for the treatment of 
bronchitis, otitis media, urinary and other mixed infections in young 
children. The joint attack provided by Penicillin-V and the sulphona- 
mides is particularly valuable where the causative organism is only 





















\ moderately susceptible to penicillin alone. 
\\ Each 5 cc. contains: 62.5 mg. Penicillin-V-Lilly 
0.25 Gm. Sulphonamides 
Average dose: 4 to 2 teaspoonfuls every six hours 
Packing: Bottles to make 60 cc. 
Also available : 
S U Ss Pp E N S " re) N Tablets Penicillin-V-Sulpha Lilly 
PENICILLIN-V-SULPHA LILLY 
PAEDIATRIC | 
Gey 7 |. 
ELILILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND : 
] 
7 
} 
A 





COMPOSITION: Ext. Valerian Lig. (Gabail) equivalent to Ext. Valerian Liq. B.P.C. 10% 
Strontium Bromide W%w/y # Chloral Hydrate 2% w/v 
in a specially flavoured and palatable vehicle 


Distributors: THE ANGLO-FRENCH DRUG CO. LTD. 11-12 GUILFORD STREET, LONDON, W.C.I 
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SURGEON’S JOURNEY 
The Autobiography of 
ABRAHAM 


“From ~~ to end this —ea is a pleasure 
- full of excellent stories. 
—HAROLD ‘NICOLSON, Observer 

“. . . an admirable autobiographer. 
consistently. good and never overwritten. 
—FREDERICK LAWS, Daily Telegraph 


25s. net 


To be Published August 26th 
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UNEXPECTED REACTIONS TO 
MODERN THERAPEUTICS : 


ANTIBIOTICS 


by LEO SCHINDEL, M.D. 


This survey represents material gathered from many hundreds of 
publications from all parts of the world. 
the various drugs are described and emphasis put on their manage- 
The general practitioner as well as the specialist will find it of 
immense interest and value. 


Unexpected side-effects of 


List of Contents :—Introduction—Penicillin—Streptomycin : Dihydro- 
streptomycin — Chloramphenicol — Tetracycline — Antibiotic-resistant 
bacteria—Neomycin — Bacitracin — Fumagillin — Novobiocin — Cyclo- 
serine—Polymyxin— Postscript—index. 


15s. net 


William Heinemann - Medical Books Ltd - 99 Great Russell Street London WC1—— 
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University Press 


RECENT AND FORTHCOMING BOOKS 





An Introduction to Psychopathology 


D. RUSSELL DAVIS Reader in Clinical Psychology, University of Cambridge, 


and Consultant Psychiatrist, United Cambridge Hospitals 


18 July This book bridges the gap between the psychiatric clinic and the 
¥ psychological laboratory. It will help both psychiatrists looking for 

Demy 8vo , = A a eed . si ; 
7 an explanation for their clinical problems and psychologists seeking 


384. pages practical applications for their research work. The clear, simple style 
. will make it equally valuable to all who are in any way professionally 
30S. net concerned with problems of mental illness or retardation. 


The Evolution of Medical Education 
in the Nineteenth Century 


CHARLES NEWMAN Dean of the Postgraduate Medical School, London 


25 July All who are interested in medical education will welcome this book, 
which starts with a detailed account of medical education in 1800 and 
: then traces the changes that occurred throughout the century. Against 
352 pages this historical background may be seen more clearly than ever before 
30s. net many of the defects in medical education today. 


Dem y 8vo 


Histological Technique 


H. M. CARLETON Sometime Research Fellow of New College, Oxford 
With the collaboration of R. A. B. DRURY 


Consultant Morbid Anatomist, Central Middlesex Hospital 


22 August Although the general plan and style of the book remain unchanged the 
text of this new edition has been largely rewritten. There are new 
chapters on fluorescence microscopy, histochemical methods and 
methods for the nervous system and Dr. Drury has written three new 
chapters on bacteriological methods, methods for histopathological 
30s. net processes and for spirochaetes. 


Demy 8vo 
352 pages 
19 illustrations 


The Clinical Application 
of Antibiotics mo. & Frrorey 


Volume Ill CHLORAMPHENICOL AND THE TETRACYCLINES 


29 August This volume is a continuation of the author’s earlier work, The Clinical 
Royal 8vo Application of Antibiotics—Penicillin, which now becomes volume I of 
384 pages this series. 

J” Each antibiotic is dealt with separately, the present volume being 


23 illustrations devoted to Chloramphenicol, Chlortetracycline, Oxytetracycline and 


84s. net Tetracycline. 
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WARNING— DINDEVAN 





An enquiry into a number of atypical reactions following 
the administration of tablets of phenindione has ‘brought to our 
notice tablets labelled with the name DINDEVAN which were 


not in fact of our manufacture. 


DINDEVAN is a registered Trade Mark and may only be 
applied to the product of the proprietors, EVANS MEDICAL 
SUPPLIES LTD. 


DINDEVAN is a potent haemorrhagic agent in which a 
high degree of purity of composition is essential. The criteria 
established by Evans Medical for the production and control of 
DINDEVAN are of a special character. We must therefore 
disclaim any responsibility in connection with tablets not of our 
manufacture to which the name DINDEVAN may have been 
wrongfully applied. 


We further give warning of our intention in cases of wrong- 
ful use of the Trade Mark DINDEVAN to take such action as 
we consider necessary to protect our Trade Mark rights. This 
will be done in the interests of the patient, the prescriber and 


ourselves. 


EVANS MEDICAL SUPPLIES LTD. 
LIVERPOOL 
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THE CROOKES LABORATORIES LIMITED 


Easily Assimilable 


Neo-Ferrum is ferric hydroxide 

prepared in colloidal form 

to facilitate rapid and maximal 

digestion and absorption. 

It is pleasant to take, does not 

stain the teeth or cause 

gastro-intestinal upset. 

Neo-Ferrum provides the ideal preparation 


for all iron deficiency anaemia. 


Neo-Ferrum 


TRADE MARK 


PACKINGS : Liquid, tablets and pipette 
packings for infants. 


PARK ROYAL - LONDON NW10 @ 





Diagnosis: Obstinate 
eczema of the face. 
Photograph taken before 
treatment with “ F99”- 





Photograph taken after 
18 weeks’ treatment with 
one “*F99” capsule and 
one application of ** F99”" 
ointment daily. 






OINTMENT 
CAPSULES 
LIQUID 


ECZEMA 
VARICOSE ULCERS 
FURUNCULOSIS 


It has been shown beyond question by large scale serum- 
lipids studies that a good proportion of patients suffering 
from intractable skin conditions have a deficiency of the 
essential fatty acids. It is not possible to carry out these 
studies in everyday practice, but any patient with eczema 
or furunculosis who fails to respond to symptomatic 
treatment should most certainly be tried with essential 
fatty acids “‘F99.” A high proportion of these patients 
will be found to respond. 

In gravitational ulcers, where the-skin is “ under- 
nourished,” the application of additional essential fatty 
acids rarely fails to heal the wound. 


Literature on request 


INTERNATIONAL LABORATORIES LTD. Dept. L735, 205, HOOK ROAD, CHESSINGTON, SURREY 
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Progressive new therapy for ATHLETE?’S F OOT, 


ringworm and other fungal infections 


penotrane 

b 4 PHENYLMERCURIC DINAPHTHYLMETHANE DISULPHONATE 
For the treatment of fungal infections of the skin, including athlete’s foor 
and ringworm, Penotrane has been shown in clinical practice to produce 
most rapid results and maximum relief. In tinea pedis particularly, the 
incidence of relapses which is one of the most troublesome factors, is 
greatly reduced (Practitioner, 1956, 176, 670). Penotrane solution should 


















first be applied to the affected areas, then followed, after the solution has 
dried, by a liberal use of the dusting powder, especially between the toes. 
If continued application of the solution causes the tissues to become brittle 
and scaly, it should be replaced by the emollient Penotrane jelly. 








SOLUTION : Bottles of 100, 500 and 2,000 c.c. Literature and samples 

POWDER: Polythene Insufflating Containers available on request. 
and 25 gm. Sprinkler Tins. 

JELLY : Tubes of 1 oz. 


‘ x. WARD, BLENKINSOP & CO., LTD. 


; YORK HOUSE, QUEEN SQUARE, LONDON, W.C.x 
Phone : Holborn 5992/6 (5 lines) *Grams : Duochem, Westcent, Londen 









































A Superior Buffered Analgesic 


‘ALASIL’ TABLETS—the improved form of salicylate medication—provide the efficient 
analgesia expected from their content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the tendency to gastric irritation 
sometimes caused by the use of aspirin alone. 





‘Alasil’ is an advanced sedative and antipyretic; ALASIL 
pe oon not tend re a — iesestion: —_ JUVENILE 
of its high tolerability, it may be u: or long- 

Ad van ta ge S administration even to those with sensitive TABLETS 
stomachs, and to children. 


f Alasil * Juvenile’ 
‘Alasil’ Tablets contain the recognized antacid Tablets 
corrective, ‘Alocol’ (Colloidal Aluminium Hydrox- 
ide), which permits their sedative principle, acetyl- 


specially 
sized for child- 


Composition 


salicylic acid, to exert its action with minimal risk ren, and neither 

of side-effects. coloured nor 

~ ° Symptomatic pain generally; rheumatism, fibro- a acs 
Ind | Cafl ons si:is, lumbago, headache, dysmenorrhoea; dental packed in tubes 
pain. bearing dosage-for- 





TO PHARMACISTS (P.T.exempt for dispensing) age instructions. 


Standard size: 1000 in 250 bottles, 30/8. QD << 


Packs & Prices ‘Juvenile’ size: 375, 6/6; 750, 11/3; 1500, 21/6. 


Al asi il nom 


SAMPLE & LITERATURE ON REQUEST TO A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.I. 

















OX KX AXRXAXAXRXAKMAM AMARA RAAAAXRAAKAA AAR RA 








Tue Lances THE LANCET GENERAL ADVERTISER [Aucusr 10, 1957 





@ Restoring the normal rhythm 


**MENSTROGEN ”’ provides 

the safe, simple, effective oral 
treatment of amenorrhoea. To 
establish cyclic menstruation, 
treatment should be repeated 
every four weeks for a few 
months. Failure of the treatment 
necessitates further investigation 
of the cause of the amenor- 
rhoea (e.g. Pregnancy). Available 
in tablet and ampoule form. 


<i pact vere — Al = Ra S$ 3 R is G EE fh 


—Menstruation can be expected. 





ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone: TEMple Bar 6785-6-7 & 0251-2 Telegrams: Menformon, Rand, London 








AMPHETONE 


REGISTERED 









A GENERAL STIMULANT FOR 
THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 
ing the patient’s appetite, we consider Amphetone unique. It com- 
bines for the first time, Dexamphetamine Sulphate and Strychnine 
with Glycerophosphates and members of the Vitamin B Group. The 
Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent. 
FORMULA 

Dexamphetamine Sulphate B.P.C., 1/12 grain: Sterychnine Hydrochloride 

B.P., 1/60 grain Calcium Glycerophosphate B.P.C., 2 grains: Sodium 
Glycerophosphate B.P.C., 2 grains: Aneurine Hydrochloride B.P., 1/30 

grain: Nicotinamide B.P., 1/4 grain: Riboflavin B.P., 1/60 grain: Syrup 

of Blackcurrant B.P.C., 2 fluid drms. : Water, to 1/2 fluid ounce. 


| POISON | [S4] 


Available in bottles containing 10, 20. 40 and 80 fluid ounces. Professional prices 5/3, 9/II, 
16/8 and 30/4 each. Samples available on request. 


JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 

In association with J. C. Arnfield & Sons, Ltd. 

London Stockists : May, Roberts & Co., Ltd., 47, Stamford Hill Road, London, N.16. 
Distributors for Northern Ireland : Messrs. Dobbin & Stewart, 47-49, Earl Street, Belfast, 
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THREE PEOPLE who will soon 





need Smith & Nephew PASTE BANDAGES 





THE MAN in the plaster cast on the left, is due to have it 
removed in the very near future. There may be some oedema when 
the cast goes and VISCOPASTE will form an ideal dressing after the 
cast is removed, and during the period when swelling may occur. 
VISCOPASTE is ready for immediate application and sets quickly, 
forming a thin shell. 


THE LADY in the centre shows signs of impending ulceration. 
Her treatment will consist of dressings either of ICHTHOPASTE 


or VISCOPASTE, with Elastoplast porous adhesive er. 


applied over as compression and support. 


THE MAN on the right is in some discomfort because of 
chronic simple prurigo. Coal tar is indicated so COLTAPASTE is 
the preparation of choice. It will make a considerable saving in 
cost of lint and gauze in genera! practice. 


Please write for fuller details and a copy of our ““Aide-memoire” on 
bandages and dressings, to :— 


eee, 

S *. 

” %.. 
~ 








Viscopaste 


Zinc paste bandage B.P.C. 

Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10, 


Ichthopaste 


Zinc paste and ichthammol bandage 
B.P.C. (2% ichthammol). 

Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10. 


BOLTAPASTE | 


Zinc paste and coal tar bandage 
B.P.C, 
Available in 6-yard lengths 3} inches 
wide and prescribable on Form 
E.C.10, 




















SEN} Produces SMITH & NEPHEW LIMITED - WELWYN GARDEN CITY + HERTS 


bp er 
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Save time on urine tests with.. 


CLINITEST anu ACETEST 


TRADE MAREK 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute! 


4 
$; 
3} 
4} 
{ 
N 
| 
5 
= 


/ 


CLINITEST 
No external heating - No measuring of reagents 
Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices: Set 6/8 
complete. Refill bottles of 36 tablets 2/4.) 


HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. 









Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and ‘ Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 





The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used as a screening orasa 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 
TO PERFORM A TEST: 


I Put 1 drop of urine on tablet. 


2Take reading at 30 seconds. 
Compare tablet to colour chart 
provided. 

3 Record results as negative, 
trace, moderate or strongly 


positive. ; 
Supplied in bottles of 100 tablets | Wr *seas ne. ass 
with colour scale. * Pom serennat 
bt INGREDENTS 
*Acetest’ Reagent Tablets camen hoe, 
(diagnostic nitroprusside tabs.) Tneseve 


are also available under the 
N.H.S. on Form E.C.10. Basic ee et tat 
Drug Tariff price 3/10 per bottle Bie 

of 100 tablets (with colour scale). 





(1954) ‘Clinical Tests for Ketonuria’, 

Lancet’, April 17th, h. pp 801/804 
(1954) ‘Medicine Illustrated’, May, p 
(1954) ‘Practical Clinical Bischentioery? : 


Heinemann, 74 
(1954) ‘Clinical Tests for Ketonuria J 
‘Lancet’, July 10th, p. 95 
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acpi’ J focliienes demands . . . 


... consideration of patient acceptance and 





individual physical and physiological requirements. 


(Dy Lho research has provided 


the following proven materials to fulfil this demand... 
















Ortho-Gynol Vaginal Jelly 


é, A contraceptive jelly of high spermicidal 
ee 5: power, adequately lubricant for use with the 
ORTHO diaphragm. 


Ortho-Creme Vaginal Cream 

The high spermicidal and well-tolerated 
properties of orTHO-GYNOL Vaginal Jelly in 
a low-lubricating cream base, for use with 
the ortHo diaphragm. 


Ortho Diaphragm 
A light, durable, precision-made coil 
spring diaphragm providing accuracy of 
fit and comfort in use. 





Preceptin Vaginal Gel 
A unique synthetic compound of high 

spermicidal properties specially designed 

for those cases where.secondary occlusive 

devices are impractical and where cervical 

occlusion through the synthetic barrier-type 

base is an added desirability. 


Delfen Vaginal Cream 

Ortho’s most spermicidal contraceptive, 
in a new oil-in-water emulsion. Relies for 
its contraceptive efficacy on its 
instantaneously lethal effect on sperms 
and the rapid diffusion of its properties 
throughout every vaginal crevice. 


LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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Made — 
PURELY 


for him 












No. 1 Fat-modified; No. 2 Full-cream; both containing 
added iron and vitamin D. In 1 |b, tins. 








Into Ostermilk 
goes all the 


—— 


experience of 


Glaxo Laboratories 


Trade Mark 


GLAXO LABORATORIES LTD., 
GREENFORD, MIDDLESEX BYRon 3434 


Subsidiary Companies or Agents in mos countries 





{ 
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this safe and simple dressing 








.»;DISSOLVES the barrier to healing 


How can a wound be treated effectively, when masked by a barrier of pus ard clotted 
blood? VARIDASE* Streptokinase—Streptodornase Lederle brings the rational 
answer to this problem—by exerting a powerful solvent action directly upon the barrier. 
Blood and pus are quickly dispersed—thus clearing the path for free drainage of the 
wound and for appropriate treatment. Applied as a dressing in combination with 
Carboxymethylcellulose (CMC) Jelly, VARIDASE maintains its enzymatic activity 
for a full 24 hours. The mixture is therefore especially suitable for topical treatment of 
varicose ulcer, suppurating wounds, infected’burns and similar lesions. 


VARIDASE with C.M.C. JELLY 


*Regd. Trade Mark sTREPTOKINASE—STREPTODORNASE 
Varidase is issued in vials (25,000 units) confjaining Streptokinase 20,000 units and » 
Streptodornase, 5,000 units: vials (125,000 units) containing Streptokinase 100,000 
units and Streptodornase 25,000 units. CMC Jelly 4.5% jars of 15 cc. 












Dissolve VARIDASE strep- Mix into 15cc. jar of Apply to dressing. 
tokinase—streptodornase in C.M.C, Jelly. 
5 cc. sterile distilled water. 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London, WC2 
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Butazolidin 


REGO TRADE MARK 


In Superficial 
im elmelestere) elal(-te) bat 


Detailed literature is available on 
request. 


Geigy Pharmaceutical Company Ltd., 
Wythenshawe, Manchester, 23 





Tue Lancer] THE LANCET GENERAL ADVERTISER [Avcust 10, 1957 





The first 











By preparing 
the water-soluble so- 
dium salt of chloram- 
phenicol succinic ester 
CARLO ERBA have 
finally solved the the- 
rapentic problem of 
parenteral (intramuscu- 
lar, intravenous, intra- 
spinal) and topical 
(aerosol, intrabron- 
chial, intrapleural, etc.) 


\ administration of this 














antibiotic. 


KEMICETINE | 4 


Succinate \\ =a 


——— 





CARLO ERBA ™114"0 
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ID 


‘Hydrocortistab’ 


TOPICAL HYDROCORTISONE PREPARATIONS 


‘Hydromycin’ 


HYDROCORTISONE AND NEOMYCIN 


Skin ointment 
Ear/Eye ointment 
Ear/Eye drops 


Full details of strengths and sizes glad 


BOOTS PURE DRUG COMPANY LTD. NOTTINGHAM ENGLAND 
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“an approach to the ideal is provided by 
a slowly dissolving antacid tablet which is lodged 


between the gum and cheek. Thus, with each act of 






swallowing, alkali is carried down over the gullet to the 
stomach. It is remarkable how little is the quantity needed 
to depress effectively the concentration (pH) of gastric 
HCl. The first such tablet (‘nulacin’). .. .” 


Practitioner, January, 1957+ 
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NULACIN 
| THERAPY 


—Simple, safe, effective 

















oe free HCL 
GASTRIC ANALYSIS 


RESTING + 4 3 we th 1h 1d ow 2k 2b 24 3 


A Nulacin tablet effectively depresses the concentra- 
tion of gastric HCl in peptic ulcer and other 
conditions of hyperacidity. It also provides protection 
against gastric HCl to the otherwise unprotected 
oesophageal wall and in such conditions as oesophag- 





itis and hiatus hernia. 

SUPPLY. Nulacin tablets may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 
Purchase Tax. (Basic price to N.H.S.: 2/-). Also 
available in tubes of 12. 


Gastric ANALYSIS 


Pharmaceutical Division, 
Slough, Bucks., England 


HORLICKS LIMITEI 
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IRON replacement 





In post-haemorrhagic states; as a therapeutic or precautionary 
measure during and after pregnancy; in adolescents, old people 
and those of unsound dietary habits, Ferraplex B is ideal for 
iron-deficiency anaemias of all kinds. 


It contains adequate FERROUS iron in a form yielding rapidly 
increased and sustained haemoglobin levels. 


The supplements it contains—copper, complete vitamin B complex, 
ascorbic acid—ensure that not only the additional iron but that present 
in the diet is fully utilised for haemopoiesis. 


It is extremely well tolerated by patients of all ages, even those who 
usually react unfavourably to unmodified doses of iron salts. 


COMPOSITION 

The average daily dose of six FERRAPLEX B NATURAL VITAMIN 8 COMPLEX EXTRACT: 2 grammes 

tablets contains: prepared from brewers’ yeast and including 
Aneurine hydrochloride (Vitamin Ba) . . . 3 mg. 

FERRI SULPH. EXSICC., B.P....2++-s I gramme Riboflavine (Vitamin Be). ......... 6 mg 

GOPPER CARBONATE .....cceccces 2 mg SO he 30 mg. 
and all the other aemuntiy occurring factors of the 

ASCORBIC AcID (Vitamin C)........ $0 mg. vitamin B complex. 


Bottles of 50 tablets : 5/3d (Retail) ; 250 tablets 15/6d (Basic N.H.S. price). 


FERRAPLEX B 


Cc. L. BENCARD LTD - PARK ROYAL + LONDON -. N.W.IO. 
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i] — to relieve allergic and 
inflammatory conditions 


_— to relieve symptoms on 
lower dosage than cortisone 





: — to relieve symptoms with less 
disturbance of salt metabolism 


PREDNISOLONE | PREDNISONE 
P.,D..CO. | P.,D..6O. 


Supplied in compressed tablets Supplied in compressed tablets 


each containing 1 mg. and § mg. Prednisolone. each containing I mg. and 5 mg. Prednisone. 


Containers of 25, 100 and 500. Containers of 25, 100 and 500. 


oe 

ww C4 > 

PARKE, DAVIS & COMPANY, LTD. (inc. U.S.A.) & UESF> HOUNSLOW - MIDDLESEX ° Tel. Mounslow tips 
ben? 
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“RAUWILOID’” 


is essential 
for Hypertension 


‘“Rauwiloid’, a purified and standardised fraction of 

Rauwolfia serpentina alkaloids, can be considered a basic 

treatment for hypertension. It lowers blood pressure more 

effectively than phenobarbitone or its combinations with 

theobromine and is less likely to cause depression than 
reserpine. 





IMPORTANT 


‘Rauwiloid’ may require more than a week for a signi- 

ficant anti-hypertensive effect to develop. Any previous 

treatment, particularly barbiturate, should be gradu- 
ally reduced over this period. 











In Mild to Moderate Hypertension 


In most cases ‘Rauwiloid’ will provide adequate control by itself. 
Combination therapy is not necessary. 


in Moderate to Severe Hypertension 


When a greater hypotensive effect is required, ‘Rauwiloid’ should be 
combined with veratrum in the form of ‘Rauwiloid + Veriloid’. 
‘Veriloid’ is a biologically standardised alkaloidal extract of Veratrum 
viride. Such a combination with ‘Rauwiloid’ enables adequate doses of 
veratrum to be given for a satisfactory hypotensive response. 
(See detailed literature). 


In Severe or Malignant Hypertension 


‘Rauwiloid’ used in conjunction with ganglionic blocking agents 

enables a smaller dose of the more potent medicament to be used, 

thereby minimising side-effects and decreasing the tendency for 
tolerance to develop. 


*‘Rauwiloid’ is available in 2 mg. tablets in bottles of 6O and 500. 
Dosage, two tablets at night. 


‘Rauwiloid’ and ‘Veriloid’ are registered trade marks 


Registered Users 
RIKER LABORATORIES LIMITED 
LOUGHBOROUGH, LEICS. 
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‘mig Fil tor 









migraine 












Dispels headache 
Disperses visual disturbances 





Defeats nausea and vomiting 


A new product—‘ Migril ’—provides, for the first time, a successful 
3-way attack on migraine. 

*Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) 
and cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion 
of cyclizine hydrochloride not only eliminates the nausea and 
vomiting often associated with migraine but also enables larger 
and more effective doses of ergotamine to be administered. 


migril 


BRAND 


Ergotamine Compound (Compressed) 
PACKS OF iv AND 100 





aval BURROUGHS WELLCOME & CO. (tHE WELLCOME FOUNDATION LTD... LONDON 
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for the relief of TENSION 
*‘MYANESIN’ 


| 
ELIXIR and TABLETS 


FIDL 
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Carefully controlled experiments have demonstrated that muscle 
tension is greater in anxious patients than in healthy persons. The 
more severe the symptoms of anxiety the greater is the tension in the 
muscles. | 





ASSI 





— 


It is now becoming recognised that many cases diagnosed as 
psychogenic rheumatism are in fact cases of anxiety-induced muscle 
tension and can therefore logically be treated with Myanesin Elixir 
































| and Tablets. } 
( The suggested dosage is—One tablespoonful or two tablets four times daily. } 
| } ‘ 
( Myanesin Elixir and Tablets are also “MYANESIN’ ELIXIR we 
( valuable in the treatment of :— One gramme mephenesin in each } reac] 
| tablespoonful . 
( Backache a at th 
PRE Bottle of 8 fl. oz. 4/6 the » 
Bronchial Asthma pare oy Bottle of 40 fl. oz. 18/6 se 
( -or two tablets an 
( Neurodermatoses , ; dail facte 
( Dysmenorrhoea | eines ‘MYANESIN’ TABLETS ay 
\ Premenstrual Tension Each containing 0.5 gramme mephenesin agen 
givel 
(( Bottle of 50 at 6/10 heem 
(( Insomnia | One tablespoonful Bottle of 500 at 56/- me 
\\ P 1 
( eae ae Basic N.H.S. prices Let 
\ 30% 
volu 


THE BRITISH DRUG HOUSES LTD. (MEDICAL DEPARTMENT) LONDON N.I 
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SURGERY IN H4MOPHILIA 
THE USE OF ANIMAL ANTIHZMOPHILIC 


GLOBULIN AND HUMAN PLASMA IN THIRTEEN 
CASES 


R. G. MAcFraRLaNE 
M.A. Oxfd, M.D. Lond., F.R.S. 
CLINICAL PATHOLOGIST, UNITED OXFORD HOSPITALS 


P. C. MaLLam 
D.M. Oxfd, M.R.C.P. 
PHYSICIAN TO UNITED OXFORD HOSPITALS 


L. J. Wrirts 
M.A., D.M. Oxfd, M.D. Manc., F.R.C.P. 
NUFFIELD PROFESSOR OF CLINICAL MEDICINE 


E. BIDwE.h 
B.Se., Ph.D. Lond. 
GRADUATE ASSISTANT, UNIVERSITY OF OXFORD 


R. Biees 
M.D., B.Sc. Lond., Ph.D. Toronto 
ASSISTANT PATHOLOGIST, UNITED OXFORD HOSPITALS 


G. J. FRAENKEL 
M.A., M.Ch. Oxfd, F.R.C.S. 
SURGICAL TUTOR, UNIVERSITY OF OXFORD 


G. E. Honry 
B.M. Oxfd, M.R.C.P. 
SENIOR MEDICAL REGISTRAR, UNITED OXFORD HOSPITALS 


K. B. Taytor 
D.M. Oxfd, M.R.C.P. 
ASSISTANT TO NUFFIELD PROFESSOR OF CLINICAL MEDICINE 


From the Radcliffe Infirmary, Oxford 


AVAILABLE evidence suggests that the abnormal bleed- 
ing of hemophilia is due to the hereditary deficiency of 
a normal clotting factor named ‘‘ antihemophilic glob- 
ulin ’’ (A.H.G.) by Lewis et al. (1946). This factor appears 
to be quantitatively related to hemostatic efficiency. 
From a study of the incidence of bleeding in patients 
with varying degrees of A.H.G. deficiency (Biggs and 
Macfarlane 1957a), and from observations presented in 
this paper, it can be deduced that the minimum blood- 
level of A.H.G. compatible with effective hemostasis is 
about 30% of the average normal. As levels fall below 
this point the tendency to bleed becomes progressively 
greater until the severest grades of hemophilia are 
reached, in which A.H.G. activity is virtually absent. 

Since a.H.G. is contained in normal blood, most attempts 
at the rational treatment of hemophilia have employed 
the transfusion of human blood or plasma, which, by 
temporarily raising the a.u.G. blood-level of the recipient, 
may improve hemostasis. Unfortunately, a number of 
factors militate against the success of these procedures. 
Human 4.H.G. is erratically labile, and transfused blood 
or plasma has often been of little use as a hemostatic 
agent by the time it was given. Usually the amounts 
given have been too small to have any real effect on 
hemostasis, even though there may be correction of the 
clotting-time, which can be rendered normal by raising 
the blood-4.H.G. level to between I% and 5% (Biggs 1955). 
Actually it is very hard to raise the b!o0d-a.u.G. level to 
30% by giving blood or plasma, because of the large 
volumes required ; and it is even harder to maintain an 
effective level, since about half of the a.u.G. given may 
be destroyed in 4-11 hours (Langdell et al. 1955, Biggs 
1957). It is not surprising that over-reliance on the 
effects of transfusion have led to surgical disasters, some 
of which are reviewed by Fraenkel (1957). 

Attention is now being directed to the use of concen- 
trated a.H.G. prepared from human or animal plasma. 


6989 





The earliest preparations used therapeutically consisted 
of certain fibrinogen fractions separated from human 
blood by the Cohn process, and some of these gave 
apparently good results (Minot and Taylor 1947). At 
that time the absence of a reliable method for a.u.G. 
assay meant that the activity of such preparations could 
not be estimated and many seem to have been ineffective, 
or the dosage inadequate (Alexander and Landwehr 1948, 
Davidson et al. 1949). The introduction of practical 
methods for assaying A.H.G., discussed by Biggs (1957), 
has changed the position. Fractionation processes can 
now be checked at every stage and potent preparations 
have resulted, including those made from animal blood 
by Bidwell (1955a and b) and Spaet and Kinsell (1953), 
from human blood by Kekwick and Wolf (1957), and from 
brain tissue by Nour-Eldin and Wilkinson (1956). At 
the same time the recognition of the minimum safe blood- 
levels of a.H.G. and the rate of its destruction in the 
hemophilic circulation has allowed the true magnitude 
of the problem of adequate therapy with a.H.G. in 
hemophilia to be appreciated. It is apparent that 
human blood is not likely to be a practical source of 
supply of 4.u.G. for daily use in the prophylactic treat- 
ment of hemophilia. A conservative estimate puts the 
number of permanent donors required for such continuous 
therapy at half a million for this country alone (Macfarlane 
et al. 1954). 

It was decided, therefore, to concentrate work in 
Oxford on the extraction of a.u.c. from animal blood, 
and preparations derived from ox and pig blood have 
been described by Bidwell (1955a and b). This material 
has varied in potency from one batch to another, but the 
best has an activity about 8000 times that of the same 
weight of fresh human plasma-protein. It has, through- 
out, been unavoidably contaminated with fibrinogen and 
other proteins, and is antigenic. This antigenicity must 
limit the duration of treatment with a particular animal 
preparation to 10-14 days and prevents any later use of 
the same material in the same patient. 

In a previous paper the results of the first clinical trial 
of the bovine material were reported (Macfarlane et al. 
1954). The subjects were three hemophilic patients who 
volunteered to receive the treatment, knowing that it 
was still in an experimental stage. All required dental 
extraction which was carried out immediately after the 
administration of the material. The results of the trial 
were encouraging. In 2 cases there was virtually no 
bleeding after extraction, the tooth sockets healed rapidly 
and completely, and the injected animal protein had no 
detectable ill effects. The third ease was more compli- 
cated. The patient’s platelet-count on admission was 
below that usually found in hemophilic patients (150,000 
per ¢.mm.), possibly as the result of the habitual use of 
an anti-epileptic drug (diphenylhydantoin). It was found 
that in this patient injections of bovine 4.H.G. caused 
marked thrombocytopenia which lasted for 2 weeks, so 
the treatment was stopped after 4 days. Nevertheless, 
very little bleeding followed the extraction of 16 teeth. 
It was observed that the bovine 4.H.G. contained an 
agglutinin for human platelets, and further investigations 
of its effect on circulating platelets are described below. 

Shortly after the preliminary trial mentioned above, 
a serious emergency occurred, described by Fraenkel and 
Honey (1955), in which the use of animal A.H.G. was 
undoubtedly a life-saving measure. 

A young hxemophilic man was accidentally shot at close 
range with a -410 shotgun, receiving an extensive wound in 
the back and penetrating wounds of the left elbow. Con- 
ventional treatment failed to stop the bleeding from the wound 
in the back and after some 3 weeks of repeated transfusion 
he was transferred to Oxford. Bovine a.H.c. produced a 
severe allergic reaction, almost certainly due to his having 
had, some 2 weeks previously, an injection of a hemostatic 
agent prepared from ox blood (‘ Coagulen,’ Ciba). He was 
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then treated successfully with pig 4.u.c. During the ensuing 
period of hemostatic control the wound in the back was 
grafted with skin removed from his thigh, and a traumatic 
brachial arteriovenous aneurysm which had developed in the 
left elbow was resected, the wound healing by first intention. 


We describe here a further series of hzmophilic 
patients treated with animal a.u.c. After use of this 
material in two additional cases of dental extraction and 
a minor skin-grafting operation, its hemostatic efficiency 
was regarded as established. But in view of its antigenic 
properties, confirmed by animal experiment (Sharp and 
Bidwell 1957), we decided not to use it in further cases 
except as a matter of urgency, since the risk of anaphy- 
laxis would deprive the patient of its aid in some possible 
future emergency. 

During the past 3 years emergency cases have been 
referred to us for possible treatment with animal A.H.G., 
and in some of these its use was obviously justified. 
This paper also describes less desperate situations and 
minor operations which we were able to deal with by 
means of plasma transfusion, in the knowledge that 
animal A.H.G. was available if required. This allowed us 
to carry out, successfully, procedures which would 
otherwise not have been attempted. 

In a small number of cases admitted for possible 
abdominal surgery, a completely conservative policy was 
adopted and proved by events to have been the best 
course. 

Materials and Methods 
Animal Antihemophilie Globulin 

The animal A.H.G. used was derived from bovine or pig 
blood. For clinical convenience the dosage is given in 
terms of the volume of fresh human plasma which would, 
on the average, have an equivalent antihemophilic effect, 
taking 1 ml. of plasma as unity. Thus ‘‘ 1000 plasma 
equivalents ’’ of A.H.G. would be expected to have the 
same activity as 1000 ml. of plasma. The unit of .H.G. 
activity defined by Biggs et al. (1955) corresponds to 
between 4 and 5 plasma equivalents. 

The material used in the present series of cases varied 
in activity between 3 and 15 plasma equivalents (0-8-3 
units) per milligramme of protein. Initially a.H.c. made 
by Dr. Bidwell and sterilised by ultraviolet light was 
used; but later preparations were sterilised by Seitz 
filtration, and some were made by Messrs. Maw, Son, & 
Sons. The preparations were freeze-dried and stored 
under dry nitrogen in sealed ampoules. The material 
was redissolved in water when required and used imme- 
diately after solution. All preparations were tested for 
sterility by culture and for toxicity by injection into 
mice. Clinical administration in every case was by 
intravenous injection or by intravenous drip, the A.H.G. 
solution being sometimes mixed with saline or plasma. 
Preliminary skin tests and the injection of a small intra- 
venous test dose before the main dose were carried out 
to avoid allergic reactions. 


Plasma 

On storage at + 4°C the a.H.G. activity of human 
plasma deteriorates rapidly ; at — 20°C it is maintained 
to a greater, though variable, extent, sometimes much 
activity being lost in 7-10 days; at — 30°C the a.H.G. 
may remain active for 2 months and possibly longer. 
The plasma used in the cases described here was prepared 
by centrifuging blood immediately after its collection by 
the usual blood-bank technique. If not used immediately 
after separation, it was frozen solid and stored for periods 
up to a week at — 20°C or up to 2 months at — 30°C; it 
was thawed by immersion of the bottles in water at 
37°C for 30 minutes and then used at once. 


Methods 


Lee and White clotting-time (normal range 5-10 
minutes), prothrombin consumption tests (normal range 
0-20%), assay of antihemophilic globulin (normal range 
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50-200%), and platelet-count (normal range 150—300,(\00 
per ¢c.mm.) were all performed as described by Biggs and 
Macfarlane (1957b). Of these tests the level of A.¥.c, 
was found to be the most reliable guide to the efficiency 
of therapy. Levels above 30% usually maintained 
hemostasis for 24-48 hours. 


Results 


With the exception of cases 17 and 21, and case 22, 
which will be referred to again later, all the patients 
described were severely affected hemophilic males. ll 
were admitted to the Radcliffe Infirmary. 

In group 1 are 9 patients who received animal A.H.«. ; 
in group 2, 4 cases are described in which minor surgical 
procedures were carried out with the aid of plasma 
transfusions; and in group 3 are 5 cases referred for 
possible surgery but treated conservatively. For the sake 
of clarity in the discussion, 4 cases previously described 
by Macfarlane et al. (1954) and Fraenkel and Honey 
(1955) are included in the case numbering of the 
present series. 


GROUP 1: PATIENTS RECEIVING ANIMAL A.H.G. 


Cases 1, 2, and 3 were previously described by 
Macfarlane et al. (1954). Case 4 was previously described 
by Fraenkel and Honey (1955). Cases 5, 6, and 7 were 
patients who volunteered to receive injections of animal 
A.H.G. knowing that this treatment was in the experi- 
mental stage. : 


Case 5.—A man, aged 59, a hemophilic subject without 
family history, was admitted because of a large hematoma in 
the lumbar region and treated with blood-transfusion [hospital 
no. 104113]. During convalescence he volunteered to receive 
an injection of bovine A.x.G. so that the effect on the platelets 
could be studied. Before the injection of 175 mg. of A.u.c. 
the platelet-count was 200,000 per c.mm. As in the previous 
three patients, the injection produced no reaction, apart from 
the transient sensation of specks of light in front of the eyes. 
30 minutes after the injection the platelet-count was 16,000 
and at hourly intervals thereafter it was 133,000, 138,000, 
and 156,000 per c.mm. No effect on the morphology or 
distribution of the white cells was observed. 


Case 6.—This patient, aged 44 [no. 194863], gives a history 
of a sex-linked recessive inheritance of his bleeding tendency. 
Hemorrhagic episodes s in childhood with troublesome 
bleeding from cuts, massive hematomata, and hemarthroses. 
He had many transfusions for previous dental extractions. 

On admission the clotting-time was 6'/, min., the prothrom- 
bin consumption index 15%, and the blood-level of a.u.G. 0%. 
Prior to the extraction of 5 teeth he received an injection of 
190 mg. of bovine 4.H.G., and on the following day two further 
injections totalling 690 mg. were given. The first of these 
was of low-potency material and had little effect on his 
clotting mechanism. The second was of exceptionally high 
activity and raised the a.u.G. level to above 80% for more 
than 24 hours. Serial platelet-counts made before and at 
intervals after each injection showed no significant changes. 
No further a.4.G. was given. There was no bleeding and all 
the sockets were healed within 7 days. 


Case 7.—-Having had bleeding episodes since infancy, this 
man of 22 has been admitted to hospital on many occasions 
for hematemesis, melena, hematuria, and hzemarthroses 
[no. 200650]. One brother died in infancy after dental 
extraction. 

He was admitted for observation because of intra-abdominal 
bleeding, and for dental extraction. A test dose of pig A.H.G. 
was given, followed 2 days later by an injection of 2300 plasma 
equivalents of pig A.H.G., and 2 carious teeth were extracted. 
Next day, after a further 2800 plasma equivalents he developed 
generalised urticaria. Each dose raised the 4.H.G. level to 
more than 50% of normal and produced no thrombocytopenia, 
and during the next 4 days there was no bleeding and no 
A.H.G. was given. On the 6th day there was a persistent 
ooze from one tooth socket and 3300 plasma equivalents of 
beef A.H.G. was given. After this injection the platelet-count 
fell from 200,000 to 104,000 per c.mm. but returned to normal 
in 12 hours. This dose failed to raise the a.H.G. level, and 
two subsequent doses on the 7th and 8th days were also 
without effect. Oozing persisted for 10 days and two trans- 
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isions were required, 5 pints of blood 
eing given in all. The platelet-count was 
within normal limits during this time. 


Case 8.—This patient, aged 38, has had 
,umerous hemorrhagic episodes, including 
hematuria, intra-abdominal hemorrhage, and 
hemarthroses, and both knees are ankylosed 
no. 237993]. His family history shows a sex- 
linked recessive inheritance. 

When admitied for the extraction of 
remaining 22 teeth, the clotting-time was 
70 minutes, the prothrombin consumption 
index was 200%, and the level of a.n.c. 0%. 
He had been given injections of human 
A.H.G. about 2 years ago and stated that 
at this time a circulating anticoagulant had 
been found in his blood. Two separate blood 
samples were therefore tested, but no anti- 
coagulant could be detected. 

It was intended to carry out the extractions 
after plasma-transfusions only, and after 
1300 ml. of plasma (stored frozen) had been 
given, 15 teeth and 3 roots were removed. 4 
teeth were left to give a firm anchorage 
to the acrylic plates which were applied after the operation. 

The blood-level of a.H.c. had been expected to rise to 
20-30% after transfusion, but in fact # rose to only 5%. 
Bleeding started a few hours after the extractions and by the 
following day was serious ; 1000 ml. of plasma given on this 
day caused no detectable rise in A.H.G., suggesting the presence 
of an active anticoagulant in the patient’s blood. A large 
dose of 7000 plasma equivalents of beef A.H.G. was therefore 
given as a matter of urgency, the dental plates being reseated 
after removal of large blood ¢glots under an anesthetic, and 
bleeding ceased. Similar doses of beef A.H.G. were given on 
the next 2 days and on each occasion the blood-a.x.a. level 
rose to more than 30%. 

After the first injection (which was given while the patient 
was anzsthetised) there was no obvious reaction, but in the 
evening the temperature rose to 101°F and after the second 
and third injections there were increasing reactions consisting 
of rigor and pyrexia up to 103° each lasting 2-3 hours. On 
the 4th day no treatment was given and on the 5th a further 
dose of 5000 plasma equivalents of beef a.u.G. was given after 
the intravenous administration of hydrocortisone 100 mg. 
There was only a very slight reaction but no rise in blood- 
A.H.G. level, and the presence of a circulating anti- 





ARTICLES 








AuGcusT 10, 1957 253 





Fig. |—Laminectomy operation on case 9. 


There is no record of any other affected member of the 
family. 

2 days before admission, he fell from a 20-ft. wall on to 
sand: he landed on his back but was able to walk home. 
Next day he had retention of urine and a pain in the back 
which necessitated injection of morphine. On the following 
day he developed flaccid paraplegia with a sensory level at 
the 9th dorsal dermatome and was brought by air to Oxford 
for operation. The clotting-time was 19 minutes, the pro- 
thrombin consumption index 144%, and the 4.u.«. level 0%. 

On the 3rd day from the accident, after an injection of 
4700 ‘plasma equivalents of beef a.u.c., Mr. J. B. Pennybacker 
removed the laminz of 12 vertebre (T5 to 14) the wound being 
finally 36 cm. long (fig. 1); A massive extradural clot was 
removed. The wound was closed in layers over a rubber 
drainage tube. 

For the first 7 days after operation beef a.H.c. and plasma 
were given: the dosage and blood-levels achieved are recorded 
in fig. 2. During the first 3 postoperative days, the blood- 
level was maintained at or above 100% by slow intravenous 
injections of 4.u.G. During this period, the platelet-count 
was reduced, averaging about 100,000 per c.mm., and there 
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Fig 2—Record of transfusion, A.H.G. treatment, A.H.G. blood-levels, 


Of the five patients included in this section, three 


incidence of bleeding and operations for case 9 











required major surgical operations considered 
essential for survival, one was an accident case in 
whom traumatic bleeding was endangering life, 
and the fifth was a boy of 12 who required a skin 
graft to replace a granulating scalp defect. 

Case 9.—This boy of 15 [no. 205424] was diagnosed 
as a hemophilic at the age of 2. He had numerous 
hemarthroses, and at the age of 6 the extraction of 
7 teeth necessitated transfusion of 40 pints of blood. 


In the record of transfusion, whole blood is indicated by solid 
columns and plasma by open columns. In the 4.H.G. dosage record 
the amounts pf A.H.G. are expressed as the equivalent of normal 
fresh plasma in millilitres. The blood-a.u.c. levels are expressed as 
per cent. of average normal fresh plasma. In the record of bleed- 
ing, that noted from the 18th to the 20th days represents the onset 
of hematoma formation. In the record of operation, &c., O repre- 
sents the initial laminectomy, D represents dressing, S represents 
suture of a vessel. 
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Fig. 3—Partly healed scar of laminectomy on case 9 with hematoma. 


was no bleeding, though the patient was being nursed on an 
ordinary bed and the large wound was subjected to trauma 
whenever he was turned. On the 3rd day there was throm- 
bosis of a superficial arm vein and no treatment was given on 
the 4th day. On the 6th and 7th days the a.n.c. level was 
below the safe minimum, and on the 8th day bleeding started 
from a vessel at the lower end of the wound, this being stopped 
by repacking. 

Pig A.H.G. was given for the next 10 days and there was 
little further bleeding until the 14th day. At this time, the 
skin incision was almost healed, but a deeply situated swelling 
appeared towards its upper end and gradually enlarged during 
the next 8 days. This finally burst through the incision 
(fig. 3) revealing a large clot which was gradually extruded 
during the next 2 weeks leaving a granulating cavity. There 
was considerable bleeding from the edges of this cavity from 
time to time, but after extrusion of the clot the wound 
gradually healed during the next 3 months. 

3 weeks after the operation he was moved, from the ordinary 
bed in which he had been nursed, to a Stryker frame, in order 
to prevent trauma to the wound. After 2 months on the 
frame he developed respiratory obstruction from a hematoma 
in the neck, thought to have been caused by the chin rest of 
the frame. 

At no time was there any return of movement in the legs 
and he remained incontinent of urine and feces. 


Case 10.—A man, aged 28, had a personal and family history 
typical of hemophilia. Throughout his life the main bleeding 
had taken the form of massive deep hematomata. At 21 he 
developed a deep hematoma in the right thigh after knocking 
it on the handle of a door. He required transfusion and was 
in bed for 5 months, A lump remained at the site of the 
hematoma and 2 years later it began to enlarge. 3 years 
after the accident the mass was aspirated and 28 oz. of dark- 
brown fluid was removed. For the next 3 years the swelling 
remained very large and was aspirated from time to time. 

6 years after the original hematoma, the swelling suddenly 
increased in size, the skin became ulcerated, and the patient 
was admitted [no. 169372]. The clotting-time was 11 minutes, 
the prothrombin consumption index 82%, and level of A.H.«. 
4%. 655 oz. and 35 oz. of dark-brown fluid were aspirated 
from the swelling on separate occasions but did not appreciably 
reduce its size, and the patient became feverish and slightly 
jaundiced. Since it was feared that the contents of the cyst 
had become infected, its removal was undertaken. 

The patient was given an injection of 2500 plasma equi- 
valents of beef A.H.G. which was followed by a rigor and pyrexial 
reaction (103°F), lasting about 30 minutes. 2 hours after the 
injection he was anzsthetised, and as much of the cyst as 
was accessible was removed and the wound was closed with 
drainage. A further dose of 1500 plasma equivalents of 
A.H.G. was given during the operation. The patient had a 
period of profound hypotension during the lengthy and 
extensive operation, and postoperatively there was persistent 
anuria. 

For the first 6 days after operation he was given daily 
injections of about 2000-3000 plasma equivalents of bovine 
a.H.G. and blood-levels of 30-50% were achieved. Pyrexial 
reactions and mild bronchospasm then began to occur and 
the blood-levels obtained began to decline. Pig A.H.G. was 
therefore substituted, 1500-5000 plasma equivalents being 
given at each injection for 6 days and blood-levels of 50—100% 
being attained without reaction. There was no bleeding at 
any time from the very large wound in the thigh, but the 
patient died from the effects of anuria 12 days after the 
operation. 

Post-mortem examination [no. 562/55] showed acute tubular 
necrosis of the kidneys in the regenerating phase. The liver 
showed evidence of acute necrosis with regeneration and 
fibrous-tissue overgrowth suggesting liver damage of some 
weeks’ duration. The operation wound was healing. There 


was some atheroma in coronary vessels and aorta. 
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Case 11.—This patient, aged 59, could 
provide no record of a bleeding tendency 
in his family. His childhood was said to h ive 

= been uneventful, but in 1916 he developed 
a swelling round the left hip which was 
incised and he was in hospital for 16 weeks, 
He was rejected for military service. 2 years 
later another incision of a swelling in the 
left groin led to 13 weeks in hospital. In 
1931 he had an appendicectomy and was in 
hospital for 11 weeks. In 1950 swellings 
appeared in both thighs which gradually 
increased in size. In 1956 his left leg was hit by a bicycle 
and the swelling in that thigh enlarged enormously. From 
this time the patient was bed-ridden, and the lower part of 
the leg became cedematous with signs of breakdown of the 
skin. He then became jaundiced and a month later was 
admitted under the care of Professor Witts [no. 231743). 
Clotting-time 16 minutes, prothrombin consumption index 
72%, level of A.H.G. 0% 

Since this case was so similar to the previous one in which 
an attempt to excise a large cyst had been accompanied by 
serious cardiovascular collapse, it was decided to limit operation 
to drainage through a small incision. 1000 ml. of plasma 
was given, the wall of the cyst was incised, and as much of 
its contents as possible was removed. The patient was given 
1000 ml. of plasma daily for the next 4 days, the blood-a.x.«, 
levels rising to unusually high levels. 4 days after operation 
it was clear that the whole cyst had become infected and the 
exudate contained large numbers of Clostridium welchii, 
indicating the necessity for immediate and radical surgery. 
The patient was given 1000 plasma equivalents of pig A.H.¢. 
and the cyst was excised as far as possible, together with much 
adjacent and apparently gangrenous muscle. 

The general condition during and after this operation was 
surprisingly good. Infection continued, however, and 2 days 
later further affected muscles were removed. During this 
(the third) operation there was a cardiovascular collapse and 
the patient was resuscitated by an intra-arterial transfusion. 
The Cl. welchii infection was controlled by penicillin but from 
this time on the enormous open wound was infected with 
various organisms. 

Treatment with pig A.H.G. was continued for 10 days, high 
blood-levels (averaging 70%) being maintained by doses of 
less than 1000 plasma equivalents, and there were no reactions. 
Thefe was no bleeding for 7 days. On the 8th night there was 
a severe secondary hemorrhage requiring a transfusion of 
8 pints of blood. The dosage of a.H.c. and plasma and the 
response obtained are shown in fig. 4, which shows the 
unusually high and well-maintained levels and a tendency for 
both 4.x.G. and plasma to lose their effect after repeated doses. 

During the administration of pig a.u.G. the lower part of 
the wound became largely covered with granulation tissue. 




















Su» 
BS 4 
+ gel 
ese 
eis 2 
suk 
=~ 
S< 
Sx 9 
2” A.H.G. dose 
es $8 8 ~~) eo80 
§ §$88SSsss Sess 
» FS OMFHHH ABNRHY 
= be _' 
160, 4 
= 3 20} 4 
> 1 
Q & 80F 7 
ssf 
Bx 40+ : 
~~ . 4 
9 * 
Op.etc.) O OD ae. dD OOD 
L L iL 1 L i i i i L i L L i i iL iL iL 
0 2 4 6 8 10 12 14 16 18 


DAY OF TREATMENT 
Fig. 4—Record of transfusion, A.H.G. administration, blood-levels of 
A.H.G., and operations for case | 1. 

In the record of transfusion, whole blood is indicated by 
solid columns and plasma by open columns. The 4.H.¢. 
dosage is expressed as equivalent to fresh human plasma in 
millilitres. The a.H.G, blood-levels are expressed as per-cent 
of normal. In the record of operations, &c., operations are 
recorded as O and dressings as D. 
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a b 
Fig. 5—Case 12: a, results of head injury due to motor-cycle accident; b 3 weeks 
after evacuation of haematoma and suture of scalp wound. 


At the upper end an extension of the cyst remained which 
continued to discharge brownish material and apparently 
ramified into the buttock. About 6 weeks after the third 
operation an attempt was made to drain this pocket by an 
incision in the buttock following a plasma transfusion. 
Hemostasis appeared adequate, but the patient’s general and 
local condition did not improve and 2 weeks later it was 
decided that amputation through the hip-joint gave the only 
chance of survival, the operation being carried out by Mr. 
R. G. Taylor following a lgerge plasma-transfusion. The 
patient collapsed during this (fifth) operation and again was 
resuscitated by an intra-arterial transfusion. 

3 days later there was a massive hemorrhage from the 
femoral artery in the amputation stump, but apart from this 
there was very little bleeding. The general condition deteri- 
orated, however, with increasing signs of heart-failure. The 
repeated plasma-transfusions which he had been receiving 
were stopped in order to avoid overloading the circulation, 
and he was given bovine 4.H.G. for 3 days, though it was 
clear that he was sinking rapidly. He died 3 days after the 
last dose of a.H.G. and 10 weeks after the first operation. 

At post mortem [no. 71/57] the ilio-psoas muscles on both 
sides contained large blood cysts, but on the left side the cyst 
entered the amputation stump through a defect in the ilium. 
On the right side the cyst also extended through the ilium to 
connect with a cyst 15 cm. long in the thigh. The coronary 
arteries and aorta showed well-marked atheroma. 


Case 12.—A Sikh, aged 19. There is no history of bleeding 
in other members of the family. The patient bled excessively 
after a previous scalp injury. He has had repeated hemar- 
throses and retroperitoneal hemorrhage. 3 weeks before his 
transfer to this hospital he had had a motor-cycle accident 
resulting in two small scalp lacerations, and much sloughing 
and hematoma formation had led to rapid enlargement of 
the wounds. During this period he had received 28 pints of 
blood and 5 litres of plasma for persistent bleeding. 

When he was seen at the Radcliffe Infirmary [no. 231079] 
the clotting-time was 39 minutes, the prothrombin consump- 
tion index 102%, and the level of a.u.c. 0%. There were 
lacerations of the scalp on the right side measuring 3-5 x 2-5 
and 5 x 3-5 cm. Protruding through these was a subgaleal 
hematoma which extended beneath the whole of the scalp 
(fig. 5a). To determine the effect of a.a.c. combined with 
plasma he was given 600 plasma equivalents of pig a.H.Gc. and 
1000 ml. of plasma, which raised his blood-a.u.G. level to 42%. 
At operation by Mr. Pennybacker, the clot in the subgaleal 
space was evacuated and the wound edges sutured, leaving a 
small scalp defect. Five further doses of a.H.c. and plasma 
were given, the amounts and the order of administration 
being varied to determine if there was any enhancement of 
the effect of one by the other. About half the total a.x.c. 
activity was supplied by plasma. After 6 days the scalp 
was firmly adherent to the skull and in less than 14 days the 
wound had healed (see fig. 5b). There was no bleeding after 
the start of a.H.G. treatment which provided blood-levels 
averaging 36%, and there were no reactions and no thrombo- 
cytopenia. 

Case 13.—This patient, a boy of 15, has had numerous 
hemorrhagic episodes including hemarthroses. A brother is 
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similarly affected. 2 months before admission 
he fell and knocked his head on a stone. 
The resulting hematoma ulcerated through 
the scalp leaving a granulating area measuring 
3 X 2 in. Since there was no sign of healing 
he was transferred to the Radcliffe Infirmary 
{no. 17013], for consideration of a _ skin- 
graft operation. 

The clotting-time was 53 minutes, the 
prothrombin consumption index 152%, and 
the level of a.u.c. 0%. He was given 3000 
plasma equivalents of bovine 4.H.G. which 
raised the blood-level to 130% of normal, 
with no reaction, and no significant fall in the 
platelet-count. A graft was cut from the 
thigh by Mr. H. K. McComb and applied to 
the granulating area. The operation was 
entirely satisfactory and no further injections 
of A.H.G. were given. There was no bleeding 
from the donor site, which healed rapidly. 


GROUP 2: PATIENTS TREATED WITH PLASMA 

Case 14.—A man, aged 53, gave a history 
of a sex-linked recessive inheritance of a 
bleeding tendency. He had been admitted 
to hospital on numerous occasions for hemarthroses, epistaxes, 
and hematuria. At 51 he developed severe asthma, 
and a year later nasal obstruction which was found to be due 
to bilateral nasal polypi. He was therefore admitted under 
the care of Mr. R. G. Macbeth for nasal polypectomy [no. 
63924). 

The clotting-time was 50 minutes, the prothrombin consump- 
tion index 150%, and the level of a.#.¢. 0%. Preoperatively 
he was given 1000 ml. of fresh normal plasma, the transfusion 
taking 60 minutes. An operation was performed under a 
local anzsthetic of cocaine with dried adrenal extract. The 
main polypi were removed and the nasal space was packed 
with ‘ Oxycel ’ soaked in thrombin, which remained in position 
for 3 days. There was very slight oozing for a week after the 
operation. The 4.H.G. level was 29% at the time of operation 
and 16% 5 hours later. The patient collapsed after the 
operation with temporary respiratory arrest and later broncho- 
spasm. He recovered after 15 minutes’ continuous adrenaline 
administration and aminophylline. 


Case 15.—Aged 43, this patient [no. 59506] belongs to a 
family described by Handley and Nussbrecher (1935) and 
Merskey (1951). His ankles are both disabled as a result of 
numerous hemarthroses. He was in hospital for 6 weeks 
after the removal of 6 teeth and he has also had frequent 
epistaxes and one attack of hematuria. He developed nasal 
obstruction in 1953 and 3 years later was admitted under the 
care of Mr. Macbeth for polypectomy. 

The clotting-time was 11 minutes, the prothrombin con- 
sumption index 60%, and the level of a.n.c. 0%. Pre- 
operatively 150@ ml. fresh plasma were given in 90 minutes, 
and the operation performed under local anesthesia, the nasal 
space being packed for half an hour with gauze soaked in 
thrombin. A further transfusion of 1000 ml. fresh plasma 
was given on the second postoperative day. The 4.x.«c. level 
was 42% at the time of the operation and had fallen to 11% 
23 hours later. 


Case 16.—This patient, aged 56, belongs to a family with 
the typical inheritance of hemophilia. All his joints are 
disabled by numerous hemarthroses. He has been in hospital 
on many oecasions for hematomata, hemarthroses, melzna, 
hematuria, and dental extractions. In 1950 he developed a 
dental cyst following the extraction of the left upper canine 
tooth. This enlarged until it formed a fluctuant swelling 
encroaching on the maxillary antrum. The cyst was filled 
with pus which could be emptied by pressure on the cheek 
through a pinhole stoma into the mouth. In 1956 he was 
admitted for surgical treatment of the condition by Mr. C. 
Wishart [no. 102140]. : 

The clotting-time was 70 minutes, the prothrombin con- 
sumption index 200%, and the 4.u.c. 0%. He was given 
1000 ml. plasma which had been stored at -30°C. 6 teeth 
were removed and an opening 1 cm. in diameter was made 
into the cyst cavity through the labial alveolus. A previously 
made acrylic obturator was fitted to keep the fenestration 
patent, and an acrylic splint was used to cover the sockets of 
the 6 extracted teeth. During the next 14 days plasma- 
transfusions totalling 8 litres were given, each raising the 
A.H.G. blood-level to about 25%. Despite this, persistent 
bleeding, mainly from the cyst opening, continued for about 
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18 days after the operation necessitating the transfusion of 
18 pints of blood. 

About 2 months after his discharge he had a severe cerebral 
hemorrhage. He was treated in another hospital with bovine 
A.H.G. and underwent an operation for decompression, but 
died without regaining consciousness. 


Case 17.—Aged 42, this man belongs to a family with other 
affected members, and the inheritance of the bleeding tendency 
is of the sex-linked recessive type. As a child, he bled 
excessively after tonsillectomy. All his teeth have been 
removed in hospital at separate sessions, 2 to 7 at a time, 
and after each of these bleeding usually persisted for 1-2 weeks. 
He has had chronic mastoiditis for 20 years and a radical 
operation was considered necessary because of vertigo. He 
was admitted under the care of Mr. Macbeth [no. 62676]. 
The clotting-time was 6'/, minutes, the prothrombin con- 
sumption index 23%, and level of a.n.a. 25%. 1000 ml. of 
plasma was given in 50 minutes. A right radical mastoid- 
ectomy was then carried out and the wound was packed. On 
the 3rd, 5th, and 14th postoperative days further transfusions 
‘of 1000 ml. of plasma were given, the last just before the pack 
was removed. There was no excessive bleeding at any time. 
After each transfusion the A.H.G. level rose to 45-50% of 
normal. 


3 of the 4 patients in group 2 were severely affected 
but required only minor surgical operations, and it was 
thought justifiable to carry these out using plasma, 
knowing that animal «.H.G. was available if required. 
In practice, this optimism was justified, though the persis- 
tent bleeding in case 16 was troublesome and necessitated 
repeated transfusion. Case 17 was very mildly affected, 
and it was calculated that plasma-transfusion alone would 
raise his blood-a.u.G. to hemostatic levels and thus 
control bleeding from a relatively major surgical pro- 
cedure. This in fact proved to be so. 


PATIENTS ADMITTED FOR A.H.G. 
BUT TREATED CONSERVATIVELY 


A brief description of these cases is given because they 
illustrate certain diagnostic and prognostic features and 
the value of conservative treatment. 


Case 18.—A man, aged 24. There are no other affected 
members of the family. He is very severely affected, having 
had repeated hemarthroses, massive hematomata, and intra- 
abdominal bleeding. He was admitted [no. 217568] with 
severe right-sided abdominal pain, vomiting, and psoas spasm. 
The clotting-time was 40 minutes, the prothrombin consump- 
tion index 166%, and the level of A.u.a. 0%. He was febrile 
and the white-cell count was 23,000 per c.mm. Acute 
appendicitis was thought likely, but in view of the frequency 
with which this condition can be simulated by retroperitoneal 
hemorrhage in cases of hemophilia, it was)}decided to treat 
the patient conservatively. Transfusion of fresh plasma and 
blood was followed by steady improvement and the patient 
made an uneventful recovery. 


GROUP 3: TREATMENT 


Case 19.—This patient, aged 60, has had numerous hemar- 
throses, large hematomata, and attacks of hematuria. There 
is a family bleeding tendency inherited as a sex-linked recessive 
condition. During the year before admission he had four 
attacks of abdominal pain diagnosed as appendicitis with 
residual abscess formation. 
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On admission [no. 216585] the clotting-time was 8 minutes, 
the prothrombin consumption index 20%, and the a.H.¢, 
level 5°. A mass was present in the right iliac fossa but he 
was treated with plasma-transfusions. The condition subsided 
satisfactorily. 

Case 20.—A man, aged 28, was admitted for possible 
gastrectomy to control persistent gastro-intestinal bleeding. 
In another hospital, 156 pints of blood given in 2 weeks had 
failed to arrest or even noticeably slow the bleeding. 

On admission here [no. 225442] the clotting-time was 
12 minutes, the prothrombin consumption index 80%, and 
the level of a.n.c. 0%. The hemoglobin level was 120% but 
over the next 4 days fell steadily to 50%. He was transfused 
on the next 3 days with a total of 2000 ml. fresh plasma and 
7 pints of blood. Hemoglobin rose to 70% but fell to 44% 
during the next 3 days. He was then given 1000 ml. of fresh 
plasma and 6 pints of fresh blood, the hemoglobin level rising 
to 83% and being thereafter well maintained. Radiological 
examination showed a deformed duodenal cap with a probable 
duodenal ulcer. Before admission he had been taking aspirin 
for toothache, and during his stay in hospital several carious 
teeth were removed and he was advised to avoid aspirin 
in future. 


Case 21.—This patient, aged 21, was sent to Oxford for 
gastrectomy because of uncontrollable gastro-intestinal bleed- 
ing. 5 months previously he rad an episode of hematemesis 
and melena, and X-ray signs of a gastric ulcer. 3 months 
later he had two further episodes of gastro-intestinal bleeding 
requiring the transfusion of 40 pints of blood and 16 pints 
of plasma. 

On admission [no. 223822] the clotting-time was 9 minutes, 
the prothrombin consumption index 44%, and the level of 
A.H.G.9%. The bleeding seemed to have stopped. A barium 
meal showed a deformed duodenal cap with a probable 
duodenal ulcer. It was found that each episode of gastro- 
intestinal bleeding had followed the taking of large quantities 
of aspirin for the relief of pain from carious teeth. These 
earious teeth, seven in all, were extracted, and he was 
instructed to avoid aspirin. 

Case 22.—Aged 13, this boy was admitted [no. 220839] as 
a supposed hemophilic patient requiring A.H.G. treatment for 
a massive and enlarging hematoma behind the left eye. On 
admission the clotting-time was 15 minutes, the prothrombin 
consumption index 120%, and the level of a.n.c. 100% ; the 
level of Christmas factor was 0%, thus indicating a diagnosis 
of Christmas disease. He was given a transfusion of plasma 
after which there was a dramatically rapid resolution of the 
hematoma but no appreciable rise in the blood-level of 
Christmas factor. 

Discussion 


THE USE OF ANIMAL A.H.G. 


A review of the 13 cases in which animal 4.H.G. has 
been used, including four cases already published 
(Macfarlane et al. 1954, Fraenkel and Honey 1955) allows 
an assessment of the therapeutic value and limitations 
of this material. The average dosage of A.u.G. and blood- 
levels after treatment are shown in the accompanying 
table. As regards clinical effect, the injection of bovine 
or pig A.H.G. produced normally effective hemostasis in 
all cases and by giving daily injections this normal 
hemostasis may be maintained for periods limited by 
the development of sensitisation to the animal protein. 


SUMMARY OF A.H.G. DOSAGE AND RESPONSE IN 6 PATIENTS RECEIVING ANIMAL A.H.G. 





No. of ——— Average 
-atie > i hee size of dose | A.H.G. , ar 
Patient Age Operation —- (equivalent | level (% Outcome of operation 
“* of ml. plasma) normal) 
Case 4 (Fraenkel | 22 | Gunshot wound: and excision of 11 | 4700 ', 40 | No bleeding from operation for excision 
and Honey 1955) aneurysm of aneurysm 
Case ae 16 Laminectomy 13 4700 46 —— after movement when A.H.G. 
ow 
Case 10... ah 28 Removal of cyst 12 3580 47 No bleeding but patient died of anuria 
Case ll .. Pa 59 Excision of cyst and muscles. ll 956 74 Bleeding from residual portions of cyst 
5 operations 
Case 12... a 19 Suture of scalp flap 6 2195* 36 No bleeding 
Case 13... ne 15 Skin-graft 1 3000 130 No bleeding 


* More than half the dose was given as fresh human plasma. 
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[his period varied’ from 5 days in case 7 to 16 days in 
case 4. After sensitisation to one form of animal 4.H.G., 
a further period of control could be obtained by using 
the other preparations. Such limited periods of hzmo- 
stasis may be all that is required to tide the patient over 
the results of an accident or operation. 

In the case of small or uninfected wounds which can 
heal rapidly, bleeding may be completely prevented by 
an initial period of treatment lasting 24-48 hours, which 
raises the blood-a.H.G. level to 30% or more. During 
this time firm clots form in the wound and hemostasis 
is maintained for several days, despite a decline in the 
A.H.G, level, by which time healing may be complete. 
Thus in cases 1, 2, and 6, A.H.G. therapy was continued 
only for 24 hours following dental extraction, and in 
case 13 only one injection was given before a skin-grafting 
operation. In all these there was no bleeding and healing 
was extremely rapid. In other cases, 3-4 days’ treat- 
ment led to healing of sockets after multiple dental 
extraction without subsequent bleeding—e.g., in cases 
3 and 8, 

In patients with larger wounds, treatment was con- 
tinued longer, and healing was sometimes not complete 
when A.H.G. treatment was stopped. The resection of 
the brachial aneurysm (case 4), the repair of scalp 
lacerations (case 12), and the excision of a cyst in the 
thigh (case 10), were covered by 4.H.G. treatment con- 
tinued for 6-14 days until healing was apparent; but 
the gunshot wound in case 4 and the operation wounds 
in cases 9 and 11 were not healed at the termination of 
4.H.G. treatment, though granulation was taking place 
and there was comparatively little subsequent bleeding. 
It was noted that healing, which occurred with great 
rapidity during A.H.G. treatment, became very slow after 
its cessation. 

In certain cases bleeding occurred from time to time 
despite A.H.G. treatment, and an analysis of the probable 
causes of this provides information valuable to the 
management of hemophilia in general. The most obvious 
cause of hemorrhage was the failure to achieve an 
effective blood-level of A.u.G., or a decline of the blood- 
level coinciding with further damage to the wound by 
trauma or infection. Thus in case 4 an initial failure to 
achieve effective levels with bovine A.H.G., due to previous 
sensitisation of the patient to bovine protein, was followed 
by uncontrollable bleeding from the gunshot wound 
which ceased when an effective level was produced by 
pig A.H.G. and plasma. In case 7 effective levels could 
not be maintained because the patient developed a 
refractory state after a few days, probably as the result 
of allergic reactions, and persistent oozing from tooth 
sockets then occurred. In case 9, after 8 days of perfect 
hemostasis, the a.H.G. levels were allowed to decline and 
bleeding occurred from a small area of the very large 
laminectomy wound, and later a hematoma formed, 
probably a result of traumatic damage due to insufficient 
immobilisation of the patient. 

The avoidance of wound trauma is therefore an impor- 
tant part of treatment. In the case of dental extractions 
this can be achieved by the use of carefully made dental 
plates which protect the sockets and which must fit well 
enough to prevent subsequent movement. Wounds must 
also be dressed with care so that the dressing is kept 
firmly in place without movement which might damage 
the raw surfaces. The use of one-way-stretch bandages 
and sponge-rubber padding to distribute the pressure 
evenly has been found satisfactory. In serious cases 
special splints, plasters, or beds may be required to 
immobilise the injured part. 

Another important cause of intermittent bleeding was 
the infection of the larger wounds with consequent 
secondary hemorrhage from eroded vessels. In cases 4, 
9, and 11, recurrent bleeding occurred from specific 
vessels which required repeated packing, or ligating. In 
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these it became apparent that if further bleeding from 
the same site is to be avoided, such surgical intervention 
must,be carried out after, and not before, the 4.H.G. level 
of the blood is raised to a hemostatic figure. The reason 
is probably as follows. If bleeding occurs at a time 
when the blood-a.u.G. is Jow and the vessel is ligated or 
occluded by pressure, it becomes filled with the soft useless 
clot typical of hemophilic blood, which subsequent raising 
of the a.u.G. blood-level cannot alter. Consequently 
digestion of the ligature or relaxation of the pressure 
will cause this ineffective clot to give way, leading to 
persistent bleeding, even if the a.u.G. level has been raised 
in the interval. If, however, the ligature or pressure is 
applied after the 4.H.G. level is raised and while the vessel 
is filled with normally clotting blood, a hemostatically 
effective clot will form which may maintain hemostasis 
until healing takes place, despite a subsequent fall in 
A.H.G. It was therefore made a rule that, wherever 
possible, no surgical intervention—such as packing, ligat- 
ing, suturing, or even wound dressing—should be under- 
taken until the a.u.G. level of the blood had been raised 
to a reasonably hemostatic level. 

It must be remembered that even normal hemostasis 
is usuaily unable to stop hemorrhage from a vessel of 
any size, and such vessels require ligation in hemophilic 
cases as they do in the normal; but these measures are 
fully effective only if the 4.u.G. level is sufficient to cause 
firm clotting in the vessel concerned. It follows that, 
for successful treatment with animal 4.H.G., a knowledge 
of the blood-levels achieved is essential. 

Patients have varied in their response to a given dose. 
In general it has been found that an amount of 4.H.G. 
equivalent to 2-4 litres of plasma has to be given daily 
in order to maintain hemostatic levels. The level of 
dosage, the interval between injections, and the duration 
of treatment must all be controlled by assays of both 
the material given and the blood-levels attained. These 
matters are discussed by Biggs (1957). 


Reactions Caused by Animal A.H.G. 

The most important limitation to the use of animal 
A.H.G. is its antigenicity, a disadvantage which future 
work may reduce or remove. Only one serious immediate 
reaction has been experienced, the initial anaphylactic 
sbock in case 4 due to previous sensitisation by another 
beef preparation. It has been the practice to make skin 
tests and to give a small test dose. In a previously 
unsensitised patient, administration of a particular pre- 
paration can be continued for 10-14 days without serious 
reactions or much loss of hemostatic effect. Sensitisation 
then begins and the result may be that the blood-levels 
attained become progressively lower and cannot be much 
improved by increasing the dosage. The patient may 
not suffer any obvious symptoms other than slight 
pyrexia. In other cases more definite reactions appear 
and increase in severity as sensitisation takes place. In 
case 4 there were urticaria and rigors and in case 3 
urticaria developed after only a few days’ treatment. 
None of these reactions was serious and no swelling of 
the joints, such as occurs in serum-sickness, was encoun- 
tered. Treatment could often be continued after the 
onset of reactions if the a.H.G. was given as a slow drip 
infusion and if antihistaminics were used. 

The patients who have received animal 4.H.G. have been 
re-examined some weeks or months later in an attempt 
to detect the existence of sensitisation. Skin tests carried 
out with the injected material have in every case been 
negative, precipitin tests by the tube and agar-gel tech- 
niques have also been negative, and no anticoagulants 
active against the animal 4.H.G. used have been detected 
m the blood of any patient except case 8. 

Some of the reactions experienced do not seem to be 
related to the antigenicity of the material. Most patients 
receiving beef a.H.G. have experienced unexplained flashes 
of light before the eyes during injection—an effect not 
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produced by pig 4.H.G. In a few cases, particularly cases 
8 and 10, A.H.G. produced pyrexia and rigor about an 
hour after the injection, the reaction being in all r cts 
like that produced by pyrogens. However, tests kindly 
carried out by Dr. W. 1. Cranston for pyrogenic activity 
of the material given were negative. These reactions, 
though they produced in two patients pyrexia up to 
103°F, do not seem to have any lasting ill effect and were 
minimised by hydrocortisone in case 8 and procaine in 
case 10. 
Thrombocytopenia 

Bovine a.H.G. contains an agglutinin for human plate- 
lets, described by Sharp and Bidwell (1957). A study 
of its effects on the circulating platelets showed that the 
injection of therapeutic doses reduced the platelets tem- 
porarily in four out of the five cases examined. In 
case 5 the greatest reduction was seen, the count falling 
to 16,000 per c.mm. In all but case 3 the platelets rose 
rapidly, regaining normal levels within a few hours. In 
case 3 the thrombocytopenia was more persistent, the 
platelet-count rising by only about 20,000 per c.mm. per 
day after the cessation of treatment. In this case there 
was some degree of thrombocytopenia before 4.H.G. 
treatment, which we attributed to the long-continued 
administration of ‘ Epanutin’ (diphenylhydantoin), and 
it is possible that defective thrombogenesis combined 
with the effect of bovine 4.H.G. prolonged the thrombo- 
cytopenia observed. No purpuric manifestations occurred 
in any case. 


Oysts of the Thigh 

The two patients with extensive cysts of the thigh 
(cases 10 and 11) both died following severe operations 
which were considered to give the only chance of survival. 
A detailed account of these cases with a review of the 
literature will be given by Fraenkel, Taylor, and Richards 
(1957) and it is clear that these cysts constitute a menace 
to life. Their treatment is at present an unsolved prob- 
lem ; when they are fully established, amputation above 
the upper limit of the cyst, if this can be reached, seems 
to give the only chance of permanent cure. When cysts 
extend into the abdomen, no surgical treatment is feasible. 
In case 10 death was due to anuria, probably resulting 
from a period of profound hypotension which occurred 
during the operation. The operation was very extensive 
and lasted some 4 hours, with considerable blood-loss and 
probably some absorption from the vast quantity of old 
altered blood filling the ramifications of the cyst. All 
these circumstances might have contributed to the 
collapse. It is possible that the administration of 4.H.G. 
was a factor, since it had produced a pyrexial reaction 
before operation and might have contributed to circula- 
tory instability during it. In case 11 death was due to 
the effects of infection of an enormous wound which 
remained open for more than 2 months. The patient 
had survived three severe operations, including disarticu- 
lation through the hip. During two of these he suffered 
collapses similar to that observed in case 6, but was 
promptly resuscitated by intra-arterial transfusion. One 
of these collapses occurred during an operation covered 
by A.H.G., the other during the operation covered by 
human plasma. There is, therefore, little reason to 
suppose that the a.u.G. was a contributory factor, and 
in none of the other eleven cases receiving it has there 
been any indication of a vasodepressor defect. 


THE USE OF PLASMA 


In this series human plasma has been used as a hemo- 
static agent in two ways. In several cases it has been 
used in conjunction with animal 4.H.G. following the 
observation in case 4 that a better response was obtained 
with pig a.u.G. and plasma given together than with 
either given separately. In later cases this apparently 
synergistic effect was less definite. In case 12 a series 


of experimental observations were made, A.H.G. and 
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plasma being given together, separately, and in different 
orders, the blood-a.H.G. level being determined before 
and after each procedure. It was concluded that, in this 
case, the effect of each was merely additive to the other 
and any synergistic effect of plasma cannot be explainec. 
In case 4 it seemed to overcome a refractory state whic) 
may have been due to the patient’s previous anaphylactic 
reaction. 

In four cases undergoing minor surgery, plasma alone 
was used as a hemostatic. Its use in this way is influenced 
by the extent of the injury or the operation, the efficiency 
with which local hemostatic measures can be applied, 
and by the severity of the hemophilic state of the 
patient. It is difficult to raise the blood-a.u.c. by more 
than about 25% by even the rapid transfusion of a 
maximum volume of plasma. If the patient is a mildly 
affected hzemophilic with a blood-level above 10% 4A.H.G., 
then plasma-transfusion may suffice to achieve a hemo- 
static level. This is well illustrated by case 17 in which 
the initial a.u.G. level was 25% and after 1 litre of plasma 
was transfused a radical mastoidectomy caused no 
abnormal bleeding. On the other hand, in case 16 the 
patient was severely affected and he bled persistently 
for 18 days from a fenestration operation on a dental 
cyst despite the transfusion of 8 litres of plasma and 
18 pints of blood. Two other cases, however, were both 
severely affected and both underwent nasal polypectomy 
with only slight bleeding following plasma-transfusion. 

There is little doubt, therefore, that pJasma-transfusion 
offers an alternative to animal 4.H.G. in cases of minor 
surgery in which the use of the animal material is 
probably not justified. It should be noted, however, 
that plasma-transfusions given over a period of several 
days may be followed by the development of a refractory 
state as is the case with concentrated animal or human 
antihemophilic globulin. Case 8 is a good example of 
a failure to respond to plasma, and in cases 9 and 11 
there was evidence of a declining response to plasma, 
transfusion. The concentrated human 4.H.G. described 
by Kekwick and Wolf (1957) should be more effective 
than plasma, since the dose will not be limited by the 
volume of fluid transfused. 


CASES TREATED CONSERVATIVELY 


In the operation and accident cases treated with a... 
or plasma which have been described, the wounds have 
been in accessible situations allowing the application of 
firm packs or dressings and surgical intervention in the 
event of subsequent bleeding from a large vessel. We 
have had, as yet, no experience of intra-abdominal 
surgery carried out with the aid of a.u.G. treatment and 
if for any reason hemostasis became inadequate after 
such an operation, the internal hemorrhage might be 
difficult to control. The condition for which a hemophilic 
appears most often to need abdominal surgery is the 
occurrence of right-sided pain and tenderness, with fever 
and leucocytosis, closely simulating acute appendicitis. 
Probably the large majority of such cases are really due 
to the formation of a retroperitoneal hzematoma and in 
these operation is absolutely contra-indicated. Even if 
the diagnosis of appendicitis were correct, the dangers 
of operation, taken in conjunction with the improved 
prognosis of conservative therapy, would almost certainly 
contra-indicate operation. In two patients, cases 18 
and 19, this situation arose, the diagnosis being probable 
retroperitoneal hemorrhage in case 18 and genuine 
(recurrent) appendicitis in case 19. In both of them 
conservative treatment led to recovery. Another situa- 
tion which may sometimes appear to demand surgery 
is persistent gastro-intestinal bleeding. Again the 
hazards of operation would usually outweigh the dangers 
of conservative treatment, and transfusion, perhaps in 


massive amounts, should be the treatment of choice. 


Operation would be contemplated only if the patient had 
a history, for several years, of repeated severe hema- 
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temeses together with radiological evidence of an ulcer. 
In our opinion the avoidance of aspirin and the treatment 
of gross dental sepsis does much to reduce the incidence 
of gastro-intestinal bleeding in such cases. There is 
little to be gained by giving a.u.c. during hemorrhage 
unless operation becomes inevitable, since persistent 
bleeding of this type is so often encountered in non- 
hemophilic subjects in whom effective blood-levels of 
A.H.G. are incapable of arresting it. 
Summary and Conclusions 

1. Antihemophilic globulin (4.4.G.) concentrated from 
bovine or pig blood has been given to thirteen hemophilic 
patiénts undergoing surgery or dental extraction. The 
average dose of 200-400 mg. was equivalent in activity 
to about 2500 ml. of fresh human plasma. 

2. In no case was there abnormal bleeding while the 
level of 4.H.G. in the blood was above 30% of the normal, 
but in different patients there was great variation in the 
doses required to maintain this level. In the case of 
clean wounds the temporary raising of the 4.H.G. level 
by one or two injections might be followed by complete 
healing without hzmorrhage. In large or infected wounds 
bleeding might recur if the blood-a.u.c. fell below 30%. 
In all cases healing was rapid during 4.H.G. treatment. 

3. The material is probably antigenic, since after 
10-14 days’ treatment with bovine or pig 4.H.G. mild 
allergic reactions might occur after each injection. In 
four cases the alternative preparation was then given for 
a further period without cross-reaction and with good 
hemostatic effect, but in one case there was a failure 
to respond to the second preparation. The antigenicity 
is probably low because, in the treated patients described 
in this paper, skin tests have remained negative, and no 
antibodies or anticoagulants active against the a.H.G. 
used could be demonstrated in their blood. 

4. Few adverse effects of animal 4.u.G. have been 
observed. There may be a transitory fall in the platelet- 
count after an injection of the bovine material, but no 
purpura occurred. In two cases there were pyrexial 
attacks resembling pyrogen reactions. The allergic 
reactions encountered after 10-14 days’ treatment were 
well controlled by antihistaminic drugs. The one serious 
(anaphylactic) reaction observed was found to be due to 
previous sensitisation of the patient by a proprietary 
hemostatic of bovine origin. Serum-sickness was not 
seen in any case. No adverse after-effects have been 
reported, and there has been no increased hemorrhagic 
tendency nor decreased response to transfusion of 
human blood. 

5. Animal a.H.G. proved life-saving in at least three 
of the cases described. But, like antitoxins and other 
sera of animal origin, it is potentially dangerous in its 
present form. The risk of anaphylaxis contra-indicates 
a second course of the same preparation in the same 
patient. Animal 4.H.G. should not be used, therefore, 
unless the patient’s life is in danger: once it has been 
given, he is deprived of a treatment which might be 
required in some future emergency. 

6. In cases of mild hzemophilia, or in more severe cases 
responding exceptionally well, the rapid transfusion of 
large volumes of human plasma has allowed performance 
of major and minor surgical operations without undue 
bleeding. 

7. In all cases an important part of the treatment has 
been the immobilisation of wound areas, and avoidance 
of all procedures likely to cause trauma until a hemostatic 
level of 4.u.G. has been obtained. 

8. Two hzmophilic patients with severe gastro- 
intestinal bleeding and probable duodenal ulceration, and 
two others with signs suggesting acute appendicitis were 
transferred to this hospital for surgical operation, but 
were treated conservatively and made good recoveries. 

9. A major objective for future work on the treatment 
of hemophilia must be the production of highly potent, 
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non-antigenic, antihemophilic factor from the crude 
antihzemophilic globulin now obtainable from human and 
ahimal blood. This objective is probably attainable in 
the case of human 4.H.G., but tae inevitable limitation 
of supplies of human blood makes essential the continued 
search for a substitute, which, like insulin and other 
animal organ extracts, might be active without causing 
sensitisation. 
ADDENDUM 


After this paper was written a severely affected 
hemophilic patient, aged 45, was admitted to hospital 
with acute intestinal obstruction. Transverse colostomy 
was performed by Mr. K. H. Smith, hemostasis being 
ensured by beef 4.H.G. The laparotomy wound healed 
in 10 days and there was no postoperative bleeding. 


We wish to thank Dr. A. H. T. Robb-Smith for much 
helpful advice and for providing histological data, Mr. J. B. 
Pennybacker and Mr. R. G. Macbeth for their help and for 
permission to describe cases under their care, the Oxford 
Regional Blood Transfusion Service for unfailing coéperation, 
and Dr. B. R. Frisby for bacteriological testing. We are 
grateful to Messrs. Maw, Son, & Sons for supplies of animal 
antihemophilic globulin and to Mrs. J. Eveling and Miss 
Ruth Anderson for their technical assistance. The labora- 
tory work has been financed by grants from the Nuffield 
Foundation and the Medical Research Council. 
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RAPID WEIGHT-CHANGES IN MENTAL 
PATIENTS 


J. L. CRAMMER * 
M.A. Camb., M.R.C.S., D.P.M. 
LATELY REGISTRAR, CANE HILL HOSPITAL, COULSDON, SURREY 


SCHIZOPHRENIC and manic-depressive patients often 
have physical signs which might be interpreted as 
evidence. of metabolic disorder. In particular, their 
body-weight may change considerably during their 
illness. Such weight losses are usually attributed to 
failure to eat adequately, to intercurrent infections (such 
as tuberculosis), or to overactivity ; and weight-gains 
are put down to over-eating, an idle existence, or the 
better care that convalescent patients take of them- 
selves—that is, the weight-change is considered a 
consequence of the patient’s mental state. 

As will be shown here, however, weight-changes may 
precede mental changes, and cannot be a consequence of 
changed behaviour; and the magnitude of the change 
is often out of all proportion to the patient’s change in 
activity or nutrition. This opens a fresh approach to the 
physiology of the psychoses, and suggests that distinc- 
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tions based on the different satteene of weight fluctuation 
may help in differential diagnosis. 


Material and Methods 


Men suffering from periodic catatonia were the subjects 
of this inquiry. Although this is an uncommon form of 
schizophrenia, accounting, according to Kraepelin (1919), 
for not quite 2% of all schizophrenics (thus, a mental 
hospital of 1000 beds might have 5 or 6 cases), it is 
unusual only in the periodic regularity of its exacerba- 
tions: the mental disturbance during the attacks is 
indistinguishable from that of catatonic schizophrenia 
in general. Conclusions drawn from study of the well- 
defined periodic syndrome may therefore apply to a large 
number of psychotics whose illnesses are less sharply 
delineated or irregular in course, and therefore more 
difficult to study directly. 

Patients were studied after the illness had been observed 
for several months. Each had a series of regularly spaced 
attacks of stupor or excitement of very sudden onset, 
each attack lasting for about the same number of days 
in the same individual. Between attacks the patient 
had either approximately normal behaviour and activity, 
with some awareness of his illness, or a mild depression 
with hypochrondriacal or paranoid ideas. The contrast 
between the ‘‘ normal’’ interval and the acute attack 
was always very striking; and the illness seemed to 
maintain its distinctive character, getting neither better 
nor worse over a period of years. 

Each patient was weighed daily on Avery platform-scales, 
with weights sliding on two graduated crossbars, and accurate 
to less than 1 oz. and up to 20 st. It is important to weigh 
daily (since some changes are brief) and to standardise the 
weighing situation, and not to leave the weighing to nurses 
until it is certain that they understand the detailed procedure 
and can be trusted to carry it out. To minimise the variable 
effects of meals, loaded bowels, &c., it is best to weigh early 
in the day, but in any case before midday ; whatever time 
is chosen it should be the same every day. The machine’s 
zero should be checked every day, and the patient should 
empty his bladder before being weighed. 

Ideally he should be weighed naked. As this was impossible 
in cases 2 and 3, a compromise was adopted by weighing 
the patients without boots or jackets or anything in their 
trouser pockets, but otherwise dressed. When they had to be 
weighed in pyjamas, the clothes they would have worn 
were weighed too, and added to the final weight. Weighings 
were always recorded as they were made, and compared 
with previous days for consistency of trend. The group 
being weighed totalled 10 men, only 3 of whom were periodic 
catatonics. All lived under similar conditions of feeding, 
sleeping, exercise, climate, and society, and 2 of them, 
regarded as chronic paranoid schizophrenics, served as 
controls, being remarkably steady both in mental symptoms 
and in weight throughout the period of study. 


It will be evident from what follows that this method, 
which can be used anywhere, can yield significant 
results. 

Results 

Case 1.—A man of 75, who had been in hospital since 
he was 18, had recurrent stupors lasting three to four weeks. 
Between attacks he was fairly well. Each attack started 
suddenly, usually overnight. He was then completely mute 
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TABLE I—PERIODICITY OF WEIGHT IN CASE l 





: 
E 2 &- am 
Dates of minimum 3 rc Dates of attack Fs g eagute a 
weight oe 2D attacks 
z a (days) 
 & to Jan. 12, 1955 ’ 
March 3—March 29 26 52 
April 24—May 12 18 (2x27 =54) 
June 4—July 8, 1955 34 
July 8—Aug. 9 3 108 
Aug. 9-Sept. 6 28 Aug. 10-Sept. 4 25 (4x27 =—108) 
Sept. 6—Oct. 4 28 
Oct. 4—Oct. 28 24 84 
Oct. 28-Nov. 26 29 Nov. 2-—Nov. 25 23 (3x27=81 
Nov. 26—Dec. 30 34 
oes, 1955-Jan.22, 23 . 
1 
Jan. 22—Feb. 18 27 Jan. 22—-Feb.18,1956 27 (3x27 =81) 
Feb. 18—March 28 39 
March 28—April 30 33 188 
April 30-June 12 43 June 1-—June 14 * — (7x27 =189) 
June 12-July 11 29 
July 1i-July 27 16 | July 28—Aug. 14 


* Very quiet and inactive June 2-5 and 11-14, but not mute or 
immobile. 


and like an automaton. He denied any special thoughts or 
experiences during the attacks: his mind seemed to be 
inactive or blank. 

The daily weight-record showed a cyclical variation between 
about 10 st. 2 Ib. and 10 st. 12 Ib. (fig. 1). The stupors were 
of variable duration but their dates of onset fell in multiples 
of about twenty-seven days (table 1). These dates coincided 
with or immediately followed dates of minimum weight ; 
but these recurred more frequently, with a less exact rhythm 
(about every thirty days, when the stupor periods are excluded 
from the count). Moreover, if the attacks had been completely 
regular, they would have been expected in May—June, 1955, 
and in May, 1956, when no behaviour change was noted. 
There was, however, what appeared to be an abortive attack 
in June, 1956, for a few days, again at a time of weight 
minimum, when the patient sat about a great deal and spoke 
very little. 

The weight-changes were sometimes striking. Thus, in 
1955, readings were: June 2, 10 st. 7 Ib.; June 3, 10 st. 
2 Ib. 4 0z.; June 4, 10st. 6lb.; June 13, 10 st. 6 Ib. 4 oz.; 
June 14, 10 st. 9 Ib. 11 oz.; Oct. 27, 10 st. 9 Ib.; Oct. 28, 
10 st. 2 lb. 4 oz. This kind of weight-cycle is abnormal 
(Elkinton and Danowski 1955). The periods of low weight 
did not follow any obvious change in eating habits or amount 
of exercise. 


Case 2.—A man of 26 was first ill in March, 1955. He had 
attacks of complex character lasting about eight days, 
alternating with periods of more normal behaviour. He 
would suddenly become completely unpredictable and often 
aggressive, without any discoverable reason. In the more 
severe attacks this restless state changed, in a matter of a day, 
into a mute, stiff, negativistic state, in which he smiled to 
himself or grimaced at times, and adopted odd bodily pos- 
tures; in these circumstances the attack ended as sharply 
as it had begun. In the less severe attacks (fig. 2) the unpredict- 
able period lasted two or even three days and was followed 
by a week or more during which he had difficulty in con- 
centrating, and was hesitant in speech. Some of his relatives 
had catatonic schizophrenia, 
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He was given 35 deep insulin comas, but his attacks con- 
tinued. Taken over the year (March 1955 to March 1956) 
they showed a rather irregular degree of periodicity. But 
the restless unpredictable phase always preceded a preci- 
pitous drop in body-weight; the weight always recovered 
itself in 4-5 days (fig. 2, table m). One weight-drop and 
recovery, in November, was unaccompanied by any noticeable 
behavioural change. 

On March 14, oral chlorpromazine 150 mg. a day was 
started, rising rapidly to 600 mg. a day. There was no further 
psychotic attack, and his attitude in the intervals also 
improved. With the possible exception of the slight flutter 
in early May he steadily gained about 2'/, oz. per day. In 
June the dose of chlorpromazine was reduced to 150 mg. 
daily, and in early August the drug was stopped altogether 
when he was discharged from hospital. He remained well 
until a recurrent attack brought him back to hospital in 
December. 


Case 3.—A man of 38 had been in hospital for five years 
with recurrent attacks of unpredictable behaviour lasting 
seven to ten days, at intervals of twenty-three to thirty 
days. Between attacks he led a fairly normal life. The attacks 
began overnight. His expression became worried and hostile, 
his speech hesitant, and his talk stereotyped. 

He had been in other hospitals for one or two years, with 
depression and various bodily ills. Schizophrenia had been 
diagnosed and 50 deep insulin comas, several courses of 
electroconvulsive therapy, and a standard bilateral pre- 
frontal leucotomy had been tried. 

It was hard to weigh him regularly because of his unpre. 
dictability during the acute attacks, and at one period (fig. 2) 
the attempt was given up. But his attacks were regular, 
preceded always by a large weight-drop of the order of 5 Ib. 
in twenty-four hours, and, once (at the end of February) 
there was a weight-drop without any subsequent mental 
disorder. 

He was given oral chlorpromazine 300 mg. daily at the 
end of May, but had further attacks in June and in July, 
when the dose was raised to 600 mg. Thereafter, till the 
end of the year, he had no further attacks. 


Discussion 


Large weight changes have been recorded before in 
psychotic patients (Kraepelin 1919, 1921, Wuth 1928, 
Alstrém 1943). Losses of up to 8 lb. in 24 hours have 
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Fig. 2—Daily body-weights of cases 2 and 3, and a control patient, living 
together in the same ward. Time and weight scales as in fig. |. Shaded 
rectangles indicate periods of excitement. The arrow in case 2 marks 
the start of chlorpromazine treatment. 
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TABLE II—SOME DAILY WEIGHTS OF CASE 2 





Wi , Weight Weight 
Date st. Ib. oz Date st. Ib. oz. | Date gt. ib. oz. 
Nov. 8 11 y 2 | Dec. 31 i Jan. 21 11 8 
9 ll 8 4 Jan. 1 ll 612 22 (no weighing) 

10 11 2 4 *2 a Se ¢ *23 tz a. 

1l | i oe 3i 13 6 8 24 (no YS t aor teed 

12 sk. @. oe 4 11 #O 12 5 10 11 

13 1l 114 5 ll 413 26 10 13 

14 (no weighing) 6 11 3 X 27 10 11 3 

15 11 3 4 28 10 13 

16 | ae eel 29 11 0O 13 

17 ie Ff 30 am 6.9 

18 11 710 


Psychotic attacks began on Dec, 4, Jan. 2* and 23,* Feb. 3 and 
18, and March 14. 


The weight-losses observed here cannot be caused by 
poor feeding or overeating ; even in complete starvation 
the body-weight drops only about 1 lb. in twenty-four 
hours (Keys et al. 1950), to supply the basal calorie 
requirement, and such activity as that of a metal worker, 
filing and hammering for twelve hours, only doubles 
this requirement (Best and Taylor 1945). But none of 
the patients described here stopped eating, and case 1 
was never overactive, and cases 2 and 3 only sometimes, 
and then briefly. Moreover, the cyclical weight changes 
were observed even in the absence of the acute psychotic 
episode usually associated with them. Weight-losses 
were recorded of 7 lb. in twenty-four hours in case I, 
9 lb. in case 2, and 5 Ib. in case 3. These were probably, 
as Wuth (1928) suggested, due to losses of body-water 
and its associated salt ; in the absence of visible massive 
sweating, the loss was probably urinary. A later 
paper will report biochemical evidence in support of this 
view. j 

Many workers have studied patients with periodic catatonia 
continuously for many months in metabolic units, and have 
found small or inconstant changes or none at all. Where 
the patients were kept in bed, recumbency may have favoured 
salt-excretion (Selkurt 1954) and thereby prevented the 
cyclical accumulation and discharge of body-water. The 
diets used for periods of months by Gjessing (1935), Hardwick 
and Stokes (1941), and Rowntree and Kay (1952) may have 
been deficient in sodium. The exact minimal daily require- 
ment of sodium is not known, but Weisberg (1953) has collected 
a number of reputable estimates, which vary between 69 and 
173 m.eq. a day (4-10 g. sodium chloride). Kekwick and 
Pawan (1956) added 10 g. salt a day to their diets in a study 
of weight reduction in obesity. Rowntree and Kay reported 
that the special food-powder of which they gave 15 oz. a 
day containefl 0-29% sodium (less than 54 m.eq.). From 
tables (McCance and Widdowson 1940) it can be calculated 
that Gjessing’s (1935) 2500-calorie milk-and-cream diet with 
two eggs daily and 2 g. of added sodium chloride yielded 
80 m.eq. Hardwick ‘and Stokes were giving at first about 
42 m.eq. a day, later perhaps about 70 m.eq. (assuming 
that their proprietary milk-food had the same sodium content 
as whole dried milk). It is mot surprising therefore that these 
workers noticed no weight-cycle, or found (Rowntree and 
Kay) that weight fluctuation vanished when the patient was 
put on the synthetic diet. 


In sum, the argument advanced here is that in periodic 
catatonia, and perhaps also in other psychotic conditions, 
weight-changes are a sign of fluctuations in body water 
and salt, and must be considered as physical signs of the 
pathological process which underlies the mental symp- 
toms. The implication is that the controlling factors of 
electrolyte and water metabolism, such as the adrenal 
cortex and the posterior pituitary, require special study 
in psychotics. Further work is in progress. 


Summary 


A group of mental patients has been weighed daily 
for some months. In 3, diagnosed as having periodic 
catatonic schizophrenia, there were cyclical weight 
fluctuations ; up to 9 lb. was lost in twenty-four hours 
and regained in a few days. 


F2 
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These periodic weight fluctuations were nearly always 
accompanied by a flare-up of the psychotic symptoms, 
the physical and the mental changes always bearing the 
in a individual. 


same relationship in time given 
Occasionally the weight fluctuated without mental 
change. No weight swings of this character were seen 


in a control patient with paranoid schizophrenia of 
constant chronicity. 

Treatment of 2 patients with chlorpromazine abolished 
the acute mental episodes and the weight fluctuations. 

Reasons are given for thinking that these weight 
fluctuations are the result of changes in body water 
and salt, and not of changes in eating or physical activity, 
and thus physical signs of a pathological process under- 
lying the mental illness. 

Previous metabolic studies of periodic catatonia used 
sodium-deficient diets which may have prevented the 
appearance of these weight fluctuations. 

This work owes much to constant encouragement from 
Dr. A. C. Elithorn and to the very willing coéperation of 
several nurses, especially Mr. F. Hudson and Mr. W. L. 
Smith. I am grateful, too, to Dr. W. Mayer-Gross and Dr. F. 
Letemendia for helpful criticism of the typescript, and to 
Dr. A. Walk, superintendent of Cane Hill Hospital, for 
permission to publish it. The material formed part of a 
report awarded a research prize by the South West Metro- 
politan Regional Hospital Board, and is here used with the 
Board’s permission. 
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BLOOD-VOLUME CHANGES FAFTER 
INFUSION OF DEXTRAN SOLUTIONS 


K. H. Koster M. ScHwartz 
M.D. Copenhagen M.D. Copenhagen 
V. SELE E. Srvprvup 


M.D. Copenhagen M.D. Copenhagen 
From Surgical Department A and Medical Department B, 
Bispebjerg Hospital, Copenhagen, Denmark 

Tue principal aim in the treatment of shock is to 
restore the blood-volume to a normal level. Dextran is 
now firmly established as a plasma-volume expander, 
particularly when blood or plasma is not available. Much 
is known about the clinical effect of dextran, about 
reactions to it, and about its excretion and metabolism ; 
but less is known about its effect on the plasma-volume, 
on the serum-protein level, and on the red cells. 

Most investigators have found that infused dextran 
increases the blood volume, but not by as much as the 
volume infused. 

Hammarsten et al. (1953) found that after infusion of 
1 litre of 6% U.S. dextran in fifty minutes the plasma-volume 
was 775 ml. greater an hour later and 534 ml. greater six hours 
later, and that 1 g. of dextran retained 21-2 ml. fluid in the 
circulation. The T—-1824 method was used. 


Heisté and Lund (1953) found that infused dextran enhanced 
the plasma-volume even less—by only about 30% of the 
volume infused. 
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Wilkinson and gues (1953) found that infused uatite 
increased the blood-volume by 30-130%. Like Heisté anc 
Lund, these workers used a hematocrit “calculation method 
based on the size or volume of the red cells. 

Norlander et al. (1954) gave surgical patients 2 litres of 
dextran daily for five days, and measured the blood-volume 
by the carbon-monoxide method. There was a pronounced 
discrepancy between the volume infused and the subsequent 
plasma-volume ; the increase after each infusion of 2 litres 
was at most 1 litre. The patients developed anzwmia, which 
was greater than that corresponding to the dilution of the 
blood by the dextran, suggesting a destruction of the red 
cells; and in some heavy overloading of the circulation was 
manifested by pulmonary cedema. 

The patients of Norlander et al. were studied in the period 
after gastrectomy ; the other investigations were performed on 
healthy subjects. 


Expansion of the plasma-volume exceeding the volume 
of dextran infused has also been reported. 

Meyer et al. (1952) gave 500 ml. of 6% dextran in saline to 
healthy subjects. Between a quarter of an hour and six hours 
after infusion, the blood-volume was greater by 1880 ml. on 
average (maximum 2870 ml. after five hours), The *P 
method was employed. 


Increases of blood or plasma volume corresponding 
reasonably well with the amount infused were found by 
Turner et al. (1949), Witham et al. (1951), Bowman 
(1953), and Harrison (1954). 

Allergic reactions follow infusion of dextran very 
rarely in patients whose blood-volume has been reduced 
by the loss of blood or plasma—in other words, in persons 
who really need the infusion. Reactions are fairly usual 
in healthy people under experimental conditions (Ham- 
marsten et al. 1953, Heisté and Lund 1953, Koster 1953, 
Wilkinson and Storey 1953, Harrison 1954). Such reac- 
tions are accompanied by a remarkable drop in the 
plasma-volume (Wilkinson and Storey 1953)—even to 
levels below the initial volume. 

A decrease in the protein content of the blood has been 
reported to follow dextran infusions (Rosenqvist and 
Thorsen 1951, Wasserman and Myerson 1952, Neidhardt 
1955), suggesting that the proteins are “‘ squeezed ’’ out 
through the capillaries. This is important, for if dextran 
lowered the serum-protein this would be a serious 
disadvantage in cases of burns and other severe 
injuries. 

The use of hypertonic dextran solution, with a dextran 
content of more than 6%, as a plasma-volume expander 
has been reported only by Greenman et al. (1953), who 
found that infusion of 500-1000 ml. of 12% dextran was 
followed by a plasma-volume increase of 34-67% of the 
infused volume in healthy subjects, and of 87-187% in 
edematous patients. 


Scope of Study 

The present report is concerned with : (1) the develop- 
ment of a reliable method for blood and plasma volume 
estimation after dextran infusion; (2) the increase of 
the blood-volume in normovolemic subjects, one and 
four hours after infusion of 6% and 10% dextran ; 
(3) the serum-albumin level immediately after dextran 
infusions ; and (4) the possible reasons for the conflicting 
results of blood-volume estimations after infusions of 
dextran, especially in larger doses. 


The Dextran 

Commercial dextran (‘ Macrodex,’ Pharmacia) was 
used throughout. This dextran is specified as follows : 
mean molecular weight 91,000 (range 31,000—164,000 or 
23,000-150,000) ; batch nos. DRI 217 and 219; leuco- 
nostoc strain B-512. 6% (isotonic) and 10% solutions in 
distilled water were supplied in Scandinavian standard 
infusion bottles of 500 ml. All doses were of 500 ml., 
administered intravenously, by a ‘ Batex’ disposable 
infusion set, within an hour. 
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Blood and Plasma Volumes 


The subjects chosen for the blood and plasma volume 
estimations were volunteer patients aged 20-50, who 
were in hospital on account of minor surgical diseases ; 
they were in a steady circulatory state. 


The plasma-volume was measured by the dilution principle 
using 1![-labelled human serum-albumin. 

5 ml. of 1J-albumin was injected intravenously, and 
samples of venous blood were withdrawn after fifteen minutes, 
when mixing was complete. 

Radioactivity was assayed on 0-4 ml. plasma samples, 
dried in aluminium trays and counted with a Geiger-Miiller 
counter (beta-counting). Estimations were made in duplicate. 

For each blood-volume determination some 5 ml., containing 
5-10 microcuries of !**I, was injected by a measured syringe. 

Samples to be compared were of equal thickness and con- 
sequently no corrections for self-absorption were necessary. 

The blood-volume was calculated from the plasma-volume 
and the hematocrit, which was determined in duplicate 
on heparinised blood, in tubes subjected to a maximum 
revolutionary centrifugal force of 1500 g at the tip for an hour. 

Controls were made in vitro by estimation of known volumes 
of blood, and gave satisfactory results, the standard deviation 
being 2:8%. Controls in vivo, by duplicate estimations of 











TABLE I—CHANGES IN PLASMA AND BLOOD VOLUME AFTER 
INFUSION OF 500 ML. 6% AND 10% DEXTRAN 
Strength Volume expansion (ml.) of 

(%) of ny No. of 

dextran infusion experiments 

solution Plasma Blood 
6 1 10 564 509 
6 4 *5 450 448 
10 1 10 866 910 
10 4 5 690 685 


the blood-volume of 8 healthy persons showed a standard 
deviation of 4-6%. 

500 ml. of 6% dextran was given to 15 subjects 
(table 1). After one hour the average increase in the 
plasma-volume was 564 ml., corresponding to a retention 
of 18-8 ml. per g. dextran. The average increase in blood- 
volume was 509 ml. In 5 persons the plasma and blood 
volume was measured four hours after the infusion and 
was still 450 ml. above the pre-infusion level. 

15 other subjects each received 500 ml. of 10% dextran 
intravenously. An hour after the infusion 10 had an 
average increase 
of plasma- 
volume of 866 ml., 
which is 17-3 ml. 
fluid retained per 
4 gramme of dex- 
tran in the 
4 infusion fluid. 
The calculated 
increase of blood- 
—F | volume averaged 
=. 910 ml. Four 
er ee 7 hours after infu- 

sion 5 individuals 

4007 eee + had increases of 
plasma and blood 
volumes averag- 
ing 690 and 685 
200+ 4 mil. respectively. 
— sBLoop The average 
100k —-= PLASMA | increases in 
plasma-volume 
P . , . and blood-volume 
0 1 2 3 4 one hour and four 

HOURS AFTER INFUSION hours after infu- 

Fig. t—=-fiverage increase tn gtanme and bieed ‘0M. Of 500 ml. of 
volumes one and four hours after infusion dextran 6% or 
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131) -LABELLED ALBUMIN 6% DEXTRAN 
Sul. 1000 mi. 

3000} | | ; 

“™ 2000+ 4 
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& 1000F ed 

~ - 4 

800Fr t a 

% - 4 

w =©600F Blood-vol. 4 

S$ Soof est. . 

3 400 4 

300+ Blood-vol. 

est. 
200+ a 
100 1 1 1 1 1 1 1 
1 2 3 4 5 6 7 8 
DAYS 
Fig. 2—Labelled serum-albumin (counts per min. on semi-log. scale) 
(cf. table tt). 
in fig. 1. The’ 10% solution, which contains 67% 


more dextran than the 6% solution, produced a plasma- 
volume increase which was 73% larger. At four hours 
the increase was reduced by 20% irrespective of which 
of the two dextran solutions had been given. 

There was one reaction to an infusion : 


A patient, in the 10%/four-hours group, developed universal 
urticaria during the infusion. His plasma-volume dropped 
by 450 ml. despite the dextran infusion. The decrease in 
blood-volume was calculated to amount to 750 ml. This 
case was not included in the present series. 


Serum-albumin Levels 


Human serum-albumin labelled with radio-iodine 
behaves exactly like ordinary serum-albumin, and permits 
a study of the effect of dextran on the albumin level. 

Persons in circulatory steady state were chosen for 
the experiments. After the injection of 5 ml. 1*1I-labelled 
albumin on the first day of the experiment a double 
blood-volume estimation was made (fig. 2) in the way 
already described. During the following five days the 
level of radioactive serum-albumin was followed. 

After five days the disappearance slope was nearly 
straight, and the decline of radioactivity in the plasma 
amounted to a few counts in an hour. At this point 
1000 ml. of dextran was given intravenously, and imme- 
diately afterwards the concentration of labelled albumin 
was again determined, and as was to be expected the 
level was lowered. 

The question whether the level of labelled albumin 
was falling below that corresponding to the increase in 
plasma-volume by the diluting effect of the dextran 
infusion was answered by making a further plasma-volume 
determination immediately after the dextran infusion. 
From the plasma-volume before the dextran infusion 
(determined 5 days earlier), the increase in plasma-volume 
after the dextran infusion, and the level of labelled albumin 
before the infusion, it was possible to calculate the level 
of labelled albumin after the dextran infusion—provided 
that none of the albumin had disappeared. This cal- 
culated albumin level (counts per min.) was compared 
with the level of albumin (counts per min.) actually 
found (table 1). If serum-albumin had disappeared 
from the circulation, the concentration found might be 
expected to be lower than the concentration calculated. 
The results of four experiments are shown in table u. 
Various amounts of dextran were used. The increase of 
plasma-volume corresponds to the results of previous 
experiments—1 g. of dextran retaining 13-18-8 ml. 
of fluid. 
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TABLE II—-CONCENTRATION OF LABELLED SERUM-ALBUMIN (IN 
COUNTS PER MIN.) BEFORE AND AFTER INFUSION OF DEXTRAN 


Serum-albumin 








Serum- Infusion of “ 
albumin dextran solution Plasma- ( a de xtran ) 
before volume COURS Pet Ben. 

infusion increase 

(counts — (ml.) 

per min.) rs — Calculated Found 
707 6 1000 1100 517 575 
285 6 1000 780 231 239 
356 6 650 575 303 315 
516 10 500 715 420 448 


In table u, column 1 shows the concentration of 
131J.albumin before dextran infu.ion, column 5 the cal- 
culated values, and the last column the concentrations 
actually found; and they are all slightly higher than 
calculated. From this it can be concluded that albumin 
is not ‘‘ squeezed ’’ by the dextran. 


Effect on Size of Red Blood-cells 

Alteration in the size of red blood-cells after infusion 
of dextran would have a considerable effect on the blood- 
volume estimations, which are based on hematocrit 
calculations or funce- 
tion of the red cells as 


100+ — “1 ~«C 
- * ] in the carbon-mon- 
oxide method. 





OF , ° ene 

. Heparin-stabilised 

sot | blood from 6 different 

persons was used, and 

.. | each portion of blood 
70 

was diluted 9 to 1, 

60b 4 which corresponds 


fairly well to the 
50 ratio of blood-volume 
to an infusion of 500 
ml. of dextran. The 
dilution fluids were: 
(1) autogenous 
plasma; (2) physio- 
logical saline ; (3) 6% 
dextran; (4) 10% 
dextran. The mixture 
was transferred to 
hematocrit tubes and 
3 4 spun as _ previously 
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Fig. 3—Average hematocrit values in described. 


The results are 
shown in fig. 3. 
Addition to blood 
of autogenous plasma, 
physiological saline, and 6% dextran in quantities 
comparable to those clinically experienced did not result 
in any differences. When, however, 10% dextran was 
added, the red-cell volume increased considerably —by 
2-0-4-3%, the mean value being 3-2, which is about 
8-4% of the first three values. 


blood from six healthy persons anane 
9:1 with: (1) tog 

QQ) physiological saline ; Q) 6% 
dextran ; and (4) 10% dextran. 





Discussion 


The amount of water retained by dextran in the 
present study corresponds closely to the 21-2 ml. per g. 
dextran found by Hammarsten et al. (1953). In the 
present study there is a slight discrepancy between blood 
and plasma volume expansion which may be due to 
the concentration of dextran infused—i.e., 6% or 10%. 
A higher concentration will make the hematocrit some- 
what higher, and this will—in a plasma-estimation 
method—make the total blood-volume slightly too 
large. 

Most investigators have found that the blood or plasma 
volume increase is less than the volume of dextran 
solution infused. One reason for this may be that in 
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normovolzemic subjects supranormal blood-volume tend 
to be quickly corrected (fig. 1). Nevertheless we chos 
normovolemic subjects for this investigation becaus« 
of the difficulty of obtaining uniform conditions in 
hypovolzmic patients. 


Allergic reactions reduce the plasma-volume by fluid 


‘losses to the tissues (Wilkinson and Storey 1953). Low 


figures are sometimes due to slighter reactions which 
pass almost unnoticed. As mentioned, we observed a 
considerable drop in blood-volume following a reaction. 


Estimates of blood-volume based on calculated ery- 
throcyte-volume may be falsely low. Red cells increase 
in size when exposed to higher concentrations, as shown 
in the hematocrit experiments (fig. 3). By infusing about 
100 g. dextran per litre blood Norlander et al. (1954) 
produced an extremely high concentration of dextran 
(1:7%). Subsequent anemia and jaundice suggested 
that erythrocytes were probably not only enlarged but 
also destroyed. In such cases hemoglobin/carbon- 
monoxide combining methods seem particularly unsuit- 
able—and the resulting blood-volume estimations are 
consequently far too low. 


Very few investigators have found that the blood- 
volume increase is larger than the volume of dextran 
injected. Meyer et al. (1952) found a volume expansion 
of 192-570% after infusing 500 ml. of 6% dextran. The 
most likely explanation of these excessively large figures 
seems to be that many of the **P-labelled erythrocytes 
were destroyed during the experiments, thus giving the 
impression of a very high dilution of the tracers. In 
other series, the **P method has given less unexpected 
results (Hevesy et al. 1943). 


Our results show that infusion of moderate amounts 
of dextran does not squeeze the serum-albumin out of 
the circulation—a finding which accords with that of 
Harrison (1954). 


That subsequent to dextran infusion the output of 
protein into the circulation is not reduced or prevented 
has been, demonstrated by Hammarsten et al. (1953). 

Thus, it seems that in burned and seriously wounded 
patients administration of dextran has no deleterious 
effect on the serum-albumin which would delay wound 
healing. 

Conclusion 


Infusion of 500 ml. of 6% dextran in normovolemic 
subjects produces expansion of blood and plasma volume 
almost equivalent to the amount infused. Infusion of 
500 ml. of 10% dextran produces a correspondingly greater 
volume expansion. After four hours the excess volumes 
are reduced by 20%. 

Irrespective of the strength of the infused solution, 
1 g. of dextran retains about 18 ml. of fluid in the 
circulation. 


Plasma-dilution methods are preferable for blood and 
plasma volume estimations after dextran infusion. 
Erythrocyte-calculation methods are less suitable for this 
purpose, partly on account of unpredictable variations 
in the hematocrit. 


Infused dextran does not ‘‘ squeeze ”’ 
out of the circulation. 


serum-albumin 


This investigation was aided by a grant from the Statens 
videnskabelige Fond, University of Copenhagen, and the 
Danish Army Medical Corps. 
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INTRAMUSCULAR IRON 
IN THE TREATMENT OF THE ANAMIA 
ASSOCIATED WITH KWASHIORKOR 


H. C. TRowELL 
O.B.E., M.D. Lond., F.R.C.P. 


SENIOR SPECIALIST, MULAGO HOSPITAL, UGANDA MEDICAL 
DEPARTMENT 


M. J. Sruvpxiss * 
M.B. Birm., M.R.C.P. 
MEDICAL REGISTRAR AND PATHOLOGIST, HOSPITAL FOR SICK 
CHILDREN, GREAT ORMOND STREET, LONDON 


ANZMIA does not invariably accompany kwashiorkor, 
but it is at times severe. Moreover, in certain cases treated 
in this hospital, while the child is having a high-protein 
high-calorie diet the hzemoglobin falls rapidly—as 
much as 2g. per 100 ml. in seven days. It may even 
fall to a dangerously low level. This happens despite 
a good appetite and in the absence of hemorrhage or 
contributory tropical or non-tropical infection. In these 
cases blood-transfusion is life-saving. 

Altmann and Murray (1948) were the first to suggest 
that the anemia associated with kwashiorkor was ‘“‘a 
protein-deficiency anzmia.’’ They considered it unlikely 
that iron-deficiency was the cause, for only 2 of their 
34 patients had microcytic anemia (mean cell volume 
74 and 76 ¢c.u) and hypochromia was never striking 
(none of their patients had a mean corpuscular-hemo- 
globin content below 26-5%). But a review of published 
work shows no conclusive evidence of a rise in hemo- 
globin in anzmic cases of kwashiorkor treated with 
protein-rich diets and given no iron, folic acid, or vitamin 
B,,. Our own evidence is similar. Thus 81 children with 
kwashiorkor, who were apparently neither infected with 
malaria nor infested with hookworms, were admitted 
under one of us (H. C. T.) in 1956. They were given a 
protein-rich diet and no hematinics. The average 
hemoglobin was 9-0 g. per 100 ml. on admission and 
8-8 g. on discharge. An iron-dextran product (‘ Imferon ’) 
became available for intramuscular injection, and when 
this was given we noticed that the hemoglobin rose and 
rarely fell. We therefore decided to give intramuscular 
iron to all patients admitted to the unit of the Medical 
Research Council Infantile Malnutrition Group when we 
became temporarily responsible for the medical care of 
the patients. 


Material and Methods 


17 patients with kwashiorkor of varying degrees of 
severity were admitted during October and November, 
1956. In case 1, the patient had also severe under- 
nutrition and was of uncertain age. All other cases 
appeared typical, with dermatosis and cedema, which 
was lost under treatment. In addition to the usual 


* On secondment to the Uganda Medical Service. 
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clinical examination the following examinations were 
made in all cases : 


1. Thick blood-smear; and, if positive, a parasite-count 
on a thin blood-smear. These were repeated during any period 
of fever, malaise, or increasing anemia. When malaria 
trophozoites were detected, chloroquine was given. No 
treatment was offered if gametocytes were present alone. 

2. Stool for ova and cysts. The occult-blood (benzidine) 
test was done in all cases unless red cells and leucocytes 
had previously been seen. Anthelmintics were given for 
heavy infestation—i.e., only in case 15 which is excluded 
from the analysis of results. 

3. Peripheral-blood slide for morphology. 

4. Hemoglobin estimation using the acid hematin method, 
on a new Sahli colorimeter which was standardised against 
a Medical Research Council grey-wedge hzmoglobinometer, 
a correction factor of 1-12 being applied. 

5. Thrice-weekly reticulocyte-counts, using a drop of 
blood sealed under a cover slip with brilliant cresyl blue. 

6. A sickling test on sealed blood examined during intervals 
up to forty-eight hours. 

7. Bone-marrow (iliac crest) smears stained with Leishman. 
These were examined on admission and in most cases just 
before discharge. 

8. Routine urine examination. 

9. Chest radiograph and Heaf tuberculin test. 


All children were given a high-protein high-calorie 
diet based on milk protein, usually with cottonseed oil 
(Dean 1956). 

Iron 

Intramuscular injections of iron dextran (imferon) 
2 ml. were given on. alternate days. Imferon contains 
50 mg. iron per ml. Total dosage was by the formula : 
total dose (ml.) = weight (kg.) x hemoglobin deficit 
(%)X2. This is somewhat more than that usually 
recommended. Moreover, the weight on admission 
includes that of the edema. Nevertheless, after the 
initial diuresis and loss of weight due to treatment, the 
child will grow and overtake the admission weight. 
He continues to grow fairly rapidly with formation of 
muscle and other tissues and a probable increase in 
blood-volume. The admission weight is often 20-50% 
below the normal weight for age. Under these cireum- 
stances, it is difficult to suggest any formula for the 
dosage of iron given parenterally, even assuming 100% 
utilisation, which will cover requirements during the 
rapid-growth, period. Our dosage is set high and is 
further exaggerated by the fact that children aged 1-2 
years have normally a hemoglobin of 11-12 g. per 100 ml. 
(about 80-90% of the Sahli hemoglobinometer). 


Results 


4 in the series of 17 cases were excluded from any 
analysis of the results of the treatment by iron injections 
for the following reasons. In case 3 the patient had 
typhoid fever which first showed itself clinically five 
days after the first dose of imferon, but by this time a 
reticulocyte-response of 12-6% had been seen in the 
peripheral blood. He was subsequently treated with 
chloramphenicol. After treatment had begun, no reticulo- 
cytes were seen in the peripheral blood ; the hemoglobin 
fell and he was transfused with blood. After recovery 
from the typhoid fever, reticulocytes reappeared in the 
blood and subsequent progress was uneventful. Case 12 
is also excluded ; the patient died apparently of uncom- 
plicated severe kwashiorkor two hours after admission. 
In case 14 the patient left hospital against medical 
advice; he had chronic pyelonephritis and almost 
certainly died soon afterwards. Case 15 is also excluded ; 
the patient had many hookworms and protracted and 
gross melena, and required two blood-transfusions ; 
this was the only patient in the series who was given an 
anthelmintic. 
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RESPONSE OF HAMOGLOBIN AND RETICULOCYTES TO 
INTRAMUSCULAR INJECTIONS OF IRON 


Hemoglobin Reticulocytes 


(g. per 100 ml.) wemes (%) 
Case observa- 
: tion : | 
Ini- Dis- anton Ini- At Day of 
tially* | charge (days)t tially* crisis | crisist 
l 8-5 11-0 23 773 10-7 4 
2 11-3 10-8 18 cs a 4-Of 11% 
4 4°5 8-7 15 2-8 26-0 7 
5 6-0 11-6 27 2-3 | So 8 
6 9-6 11-1 24 23 | 106 | 7 
7 4-2 10-0 23 2-6 35°8 7 
8 4-7 10-0 20 36 | 194 8 
9 3-0 11-8 49 3:8 | 30-7 8 
10 5-0 10-7 27 60 | 211 | 9 
il 6-0 9-4 13 O3 | 20°5 | 8 
13 8-5 10-5 28 60 | 221 | 9 
16 7-9 111 15 27 | 17-1 s 
17 11-3 11-6 18 1-3 ad ee 
Average 79 10-6 22-9 3-2 29-8 7-8 


* On day beginning intramuscular iron. 
+ No. of days after the first iron injection. 
t Doubtful crisis and date. 


Details of the 13 other cases are given in the table. 
2 patients (cases 2 and 17) were admitted with no anzmia ; 
the hemoglobin in both was 11-3 g. per 100 ml. They 
did not respond. In case 1, the patient also had under- 
nutrition, and showed ne significant rise of the reticulo- 
cytes, which were somewhat raised on admission; the 
hemoglobin, however, rose from 8-5 to 10-0 g. per 100 ml. 
by the eleventh day of the treatment, but unfortunately he 
was then given folic acid 2-5 mg. daily, from the fourteenth 
to the twentieth days inclusive. The response to iron was 
not clearly proved in this case. With this exception, the 10 
other anzmic patients responded well and had the peak 
of the reticulocyte response between the seventh and 
ninth days after starting injections of iron. The average 
hemoglobin in these 13 cases was 7-9 g. per 100 ml. 
on admission and 10-6 g. on discharge. 


The response to iron, coupled with the appropriate 
diet, appeared very similar whether patients were 
infected with tropical parasites or by the more cosmo- 
politan infections. Unless these were severe, in the 
sense that they caused obvious clinical malaise, they 
did not appear to impede recovery, but when the patient 
looked ill the hemoglobin often fell temporarily to a slight 
degree. Thusof the 13 patients in the table, 3 had malarial 
trophozoites on admission (in cases 4 and 6 malignant 
tertian malaria, in case 5 benign tertian malaria) ; 
another (case 10) had scanty malignant tertian gameto- 
cytes on admission, but no trophozoites to influence 
the red-cell count. In 2 other patients (case 7, malignant 
tertian malaria, and case 9, quartan malaria) fever deve- 
loped and trophozoites appeared after admission, but 
they had already shown a response to the injections of 
iron. 


It is important to determine the incidence of hook- 
worms: in only 1 patient (case 15) were ‘‘ numerous ”’ 
ova and frank melzena seen. This case is excluded from 
the analysis. Of the 13 patients, 4 had a ‘‘ moderate ”’ 
number of hookworm ova in their stools (cases 4, 9, 10, 
and 11) and 2 others had very ‘“‘ scanty ’’ ova (cases 8 
and 13). The benzidine test for occult blood has not 
proved satisfactory in our hands and lacks a quantitative 
basis. The reaction was regarded as ‘‘ moderate ’”’ 
in 3 of these patients (cases 7, 9, and 13), and as 
‘*weak’’ in 2 (8 and 11). In 7 of the 13 cases there 
appeared to be no hookworm ova, and the occult- 
blood test was ‘‘negative’’ in these cases. These tests 
were repeated. 

In our experience it is uncommon to find uncomplicated 
cases of kwashiorkor, at least if patients are observed 
carefully ; all the 13 patients had some infection or 
febrile illness at one time or another. 
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MORPHOLOGY OF PERIPHERAL BLOOD AND BONE-MARROW 


In moderately. anemic patients no change was detected. 
If the anemia was severe, smears made of peripheral 
blood showed broad cells which varied moderately in 
size and shape in many instances. Target cells were 
seen, usually in small numbers. Some hypochromia was 
often evident but microcytes (diameter less than 6 yu) 
were seldom numerous. The cells often looked flat and 
thin. A cellular marrow was constantly present and in 
the most severely anzemic cases erythropoietic cells were 
moderately numerous. When due care was given to 
all details of the staining, typical megaloblasts of Ehrlich 
(as seen in pernicious anzmia in relapse) were never 
seen, and at the end of the investigation all the marrows 
were re-examined to establish this point. On admission, 
in 6 cases, the developing normoblasts appeared larger 
than normal and showed a slightly open chromatin 
network and plentiful cytoplasm. These conform to the 
macronormoblasts of Dacie and White (1949). In 5 
cases the appearance of some of the developing normo- 
blasts suggested iron deficiency: the late normoblasts 
were numerous and small with fully pyknotic nuclei ; 
the cytoplasm was scanty, vacuolated, or with a ragged 
margin, and tended to be unduly basophilic. Giant 
metamyelocytes and stab cells were seen in 6 cases on 
admission. They were seldom prominent but could be 
seen often only after a careful search. The bone-marrow 
was examined again in 9 cases before discharge; in 
only 3 (3, 10, and 11) were abnormal erythropoietic 
cells seen; macronormoblasts were still present, but 
abnormal giant metamyelocytes were not seen. 


Discussion 


This is the first report on the response of the anzmia 
associated with kwashiorkor to injections of iron, given 
in conjunction with a suitable diet. It is therefore appro- 
priate to review the literature on previous attempts to 
give oral iron in the treatment of this anemia. Trowell 
(1937) recommended ‘“‘ oral iron in large doses for the 
anzmia,’’ but gave no supporting data. Pieraerts (1942) 
gave oral iron, with or without treatment for the helmin- 
thie infection, but no attempt was made by him, or 
anyone else at that time, to offer a high-protein diet. 
His patients, given oral iron alone, showed almost no 
response: the average rise in hemoglobin was only 
5% in six weeks, but in those given anthelmintics, 
followed by oral iron, the hemoglobin rose 16% in 
six weeks. These patients were almost all infested with 
hookworms ; they were mostly children rather older 
than is considered common in kwashiorkor. A few were 
adults. 


Trowell and Muwazi (1945-46) reported that the anemia 
of kwashiorkor in children, and that of ‘‘ protein mal- 
nutrition ’’ in adults, often, but not always, responded 
to oral iron, whether or not the patient was infected with 
tropical parasites. No data were given, however, of the 
response in individual cases. Even at that time the 
major réle of protein was not clearly understood ; 
patients were given whole cow’s milk, cod-liver oil, and 
starchy gruels, and severe diarrhcea was very common. 
Shortly after this, largely as a result of the communica- 
tion of Waterlow (1948), protein-rich diets and skim 
milk were introduced. Dean (1952) advocated the use 
of mixtures of calcium caseinate and skim-milk powder. 
The diarrhea, which is such a problem in the treat- 
ment of kwashiorkor, had been shown to be made worse 
by the sugar in skim milk in severe cases. With the 
modern treatment of kwashiorkor, diarrhea is not seen 
and progress is quick unless either a serious infection 
arises or the hemoglobin falls. Nevertheless there has 
been a natural reluctance to give any gastro-intestinal 
irritant, and perhaps for that reason oral iron has been 
omitted from the treatment by many workers. 
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Waterlow (1948) noted that ferrous sulphate, gr. 3-41/, 
daily, was given as a routine with very little effect. 
He also found increased amounts of iron in the liver, 
especially in those much under a year old. After 
this the iron content fell, and iron depletion might 
have become a possibility. Demaeyer and Vander- 
broght (1954) and Tovar-Escobar and de Majo (1955) 
have also used oral iron, but none claimed it to be 
effective. 


Although not all patients with kwashiorkor seen in 
Uganda are anzmic, it is reasonable to assume that the 
iron stores in the body are low. Protracted breast- 
feeding is the rule, and at weaning foods are given with 
a low iron content, such as sweet potatoes and plantains. 
The part played by hookworms in depleting the body of 
iron is difficult to assess. Even when the most rigid 
standards are adopted, only about half the cases seen 
in this hospital show any evidence of infection, and 
experience in the children’s ward here shows that this 
infection, as judged by worm-counts after anthelmintics, 
is often light. During the successful treatment of 
kwashiorkor the child grows very rapidly. The demand 
of the body for iron increases in proportion to the rate 
of tissue-growth. It is understandable that the hemo- 
globin may fall if much iron is being used for the syn- 
thesis of such other substances as myoglobin. In none 
of our 11 anemic cases given intramuscular iron was 
there a significant fall of hemoglobin such as that 
experienced in about a fifth of the cases previously 
treated in the children’s ward. The fall in 2 children 
(cases 3 and 15) can bé explained in other ways, as 
previously discussed. Disturbances of intestinal function, 
protein metabolism, and enzyme formation, which are 
seen in kwashiorkor, may interfere with the absorption 
and transport of iron. Further studies are in progress 
and include estimations of serum-iron (previously 
impossible) and the use of an oral preparation. Mean- 
while intramuscular iron appears safe and effective in 
most cases. ’ 


Summary 


The literature on anzmia associated with kwashiorkor 
in young children has not shown that the hxemo- 
globin improves under treatment with high-protein 
diets. 


In Mulago Hospital, Uganda, the hemoglobin content 
of the blood may occasionally deteriorate in children 
who are improving in every other respect on a high- 
protein high-calorie diet. 

17 young children with kwashiorkor were treated 
with injections of intramuscular iron and a high- 
protein high-calorie diet. 4 were excluded from the 
inquiry for various reasons. Of the remaining 13, 
10 of the 11 anzmic patients responded promptly and 
well, 

Thanks are due to Dr. R. F. A. Dean, director of the 
Medical Research Council Group for Research in Infantile 
Malnutrition for the facilities provided, and for help in the 
presentation of results ; to Dr. Ann Low for her assistance ; 
and to the Director of Medical Services, Uganda, for permission 
to publish this paper. 
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CHRONIC BERYLLIUM POISONING 
TREATED WITH CORTICOTROPHIN 


W. N. RoGers 
M.D. Florence, F.R.F.P.S. 
PHYSICIAN, ST. HELIER HOSPITAL, CARSHALTON, SURREY 


Curonic beryllium poisoning is rare, only two cases 
having been reported in this country (Agate 1948, 
Sneddon 1955). Kennedy et al. (1950, 1951) reported the 
first case treated with corticotrophin. I describe here a 
case which was started on this treatment two weeks 
after theirs and has been followed up since. 


Case-report 

A housewife, aged 24, was admitted on Jan. 7, 1949, with a 
history that in June, 1948, she had developed dyspnoea on 
exertion and, more recently, an unproductive cough. She had 
lost about 2 st. in weight but could still attend to her household 
duties. Radiographs of her chest on Dec. 31, 1948, suggested 
extensive miliary tuberculosis. Her previous health had been 
good, apart from jaundice at the age of 7 years. Her mother 
and one of her two children have asthma. 

Occupational history.—From July to September, 1947, she 
was employed in the research laboratory of an industrial firm. 
She was engaged in the production of manganese carbonate 
but at times she helped to mix and then grind in a mortar 
zine oxide, beryllium oxide, manganese compounds, and 
silicates. These dry powders were fired to produce zinc 
beryllium silicate, which was ground again and packed. No 
special precautions were taken to protect the workers. In 
September, 1947, she was transferred to another department, 
and in January, 1948, she ceased to be employed. 

On examination she appeared healthy and was apyrexial. 
Weight 8 st. 7 lb. There were bilateral basal crepitations. 

Investigations.—Repeated Mantoux tests and seare h for Myco- 
bacterium tuberculosis in sputa and gastric lavage were negative. 
Erythrocyte-sedimentation rate 8 mm. in 1 hour (Westergren). 
Hb 77%. Red cells 4,500,000 per c.mm., white cells 5200 
per c.mm. (polymorphs 64%, eosinophils 2%, lymphocytes 
28%, monocytes 26%). Plasma-proteins 7-04 g. (albumin 
5-5 g., globulin 1-54 g.) per 100 ml. Urine physiological. 
Blood-urea level, blood-calcium level, blood-phosphorus level, 
blood alkaline phosphatase level, glucose-tolerance test, 
circulation-time, and electrocardiogram within normal limits. 
Radiographs of hands and feet normal. Chest showed a 
coarse widespread miliary pattern without aggregation, and 
slight enlargement of mediastinal and hilar lymph-nodes ; 
the size and shape of the heart were normal (fig. 1). Biopsy 
of the liver showed degeneration of the liver-cells, hyaline 
fibrous tissue, and scanty polymorph infiltration in the portal 
tracts. 

Treatment gnd progress.—Chronic beryllium-poisoning was 
diagnosed and the patient was given dimercaprol, mepyra- 
mine, and iodide. No beryllium was found in the urine and 
sputa. The diagnosis was confirmed by Dr. Donald Hunter 
at the London Hos- 
pital. The patient 
was discharged in 
May, 1949, having 
gained 7 lb. in 
weight. 

Readmission.—On 
July 28, 1949, she 
was readmitted with 
epigastric pains, 
vomiting, and dys- 
uria. Weight 7ifst. 
10 lb., pulse-rate 120, 
apyrexial. She had 
a@ purpuric rash and 
tender abdomen. 
She vomited inter- 
mittently, and blood 
was present in her 
stools and urine. 
The unexplained 
attack of purpura 
settled and on Sept. 

. “= 29 she was dis- 
Fig. |—Coarse widespread miliary pattern Charged, weighing 
apparent in 1949. 8st.5]b. She gradu- 
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prominent (fig. 3). The patient improved on 
sor CORTICOTROPHIN rest in bed and treatment with aminophylline. 
60F By Dec. 9, 1950, she weighed 8 st., the triple 
40+ rhythm was less marked, and she was 
20+ discharged. 
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Readmission.—Increasing dyspnea and 
difficulty in walking necessitated readmission 
on Jan. 2, 1951. She had a faint triple 
rhythm but no congestive failure. She was 
given further corticotrophin, which was 
discontinued on March 5, 1951, owing to 
mild side-effects. She made excellent progress 
and was discharged on March 15, 1951, and 
continued to improve. Between January 
and June, 1951, her weight increased from 
7 st. 10 Ib. to 9 st. 10*/, Ib., and her vital 
capacity and tidal air from 1000 ml. and 
400 ml. to 1600 ml. and 620 ml. respectively. 
4 The urinary excretion of 17-ketosteroids was 
1-7 mg. in 24 hr. in January, 1951, and 
4 gradually increased to 9-7 mg. in March, 
1951, and has remained within normal limits 
since. The urinary chlorides were persistently 
‘p to 12-14 g. per litre. In October, 1951, 
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Fig. 2—Daily dosage of corticotrophin, body-weight, and intake and output of fluid 


during treatment. 


ally deteriorated and the dyspnea became so severe that 
she had to use a wheel-chair. By January, 1950, it was 
thought that she could not live much longer. 
Readmission.—She was readmitted on Feb. 6, 1950, weighing 
7 st. 12 lb. Her pulse-rate was 130, and diffuse crepitations 
were present in both lungs. The radiograph of her chest was 
unchanged. On Feb. 20, 1950, treatment with corticotrophin 
was started; fig. 2 shows the total amount given daily, the 
intake and output of fluid, and the weight during treatment. 
The corticotrophin was given in divided doses, the amount 
being kept to a minimum because it was in very short supply. 
Within a week of starting treatment the patient was brighter 
and happier; her eyes were sparkling; her appetite much 
increased. A rapid gain of weight was only temporarily 
checked by a large diuresis, and in May, 1950, after the last 
course of injections, it was 9 st. 3 lb. The expected changes in 
the white cells and uric acid were found only at the beginning 
of each course of treatment. The urinary excretion of beryl- 
lium was measured by spectographic analyses by the method 
of Cholak and Hubbard (i948). On three occasions it was 
found in significant amounts. The radiographs of her chest 
remained unchanged up to March, 1950, when the miliary 
deposits became more clearly defined, and tenting of the left 
dome of the diaphragm was observed. Her heart was slightly 
enlarged. In April, 1950, she developed an acneiform eruption 
on her forehead, slight hirsuties, and hot flushes, which sub- 
sided on withdrawal of treatment. The urinary excretion of 
17-ketosteroids was 4-3 mg. in 24 hours on April 25, 1950, 
and 2-8mg. on May 22. She was discharged in May, 1950, and in 
July, 1950, her weight was 9 st. and she could play table tennis. 
By September, 1950, she had deteriorated and lost weight. 
Readmission.—She was 
readmitted on Nov. 16, 
1950, with dyspnea, 
palpitations, and swel- 
ling of her ankles, a 
diastolic triple rhythm, 
and crepitations in both 
bases. The urinary ex 
cretion of 17-ketos- 
teroids was 1-3 mg. 
in 24 hr. The electro- 
cardiogram showed right 
ventricular strain with 
right axis deviation. 
Radiologically the 
deposits in the lungs 
tended to coalesce in 
the upper zones; the 
right ventricle was 
enlarged; the pulmo- 
nary arteries and the 
hilar shadows were 





Fig. 3—Tendency of deposits to coalesce 
in upper zones, prominent hilar 
shadows, and enlarged heart in 1950. 


and Hogben’s test for pregnancy was positive. 
A dermoid cyst was found at laparotomy. 
The uterus contained an eight-week foetus 
and was evacuated. The liver and spleen 
appeared normal. Her postoperative course was uneventful. 


Follow-up.—No significant changes took’ place in her 
general condition during the next five and a half years. 
Dyspnoea is only moderate. Her weight has remained about 
10 st. The Mantoux test is still negative. The blood-count, 
the  blood-electrolytes, and blood-alkaline-phosphatase 
remained physiological. In May, 1954, the serum-proteins 
were 9-5 g. (albumin 4-6 g., globulin 4-9 g.) per 100 ml.; thymol 
turbidity 6 units; zine sulphate turbidity 14 units and 
flocculation strongly 
positive. Urobilin 
and urobilinogen 
not increased. By 
September, 1955, 
the serum-proteins 
level was 8-3 g. per 
100 ml. and it has 
since remiained 
about 8 g. per 100 
ml. The albumin/ 
globulin ratio had 
reverted to normal. 
The _zinc-sulphate 
turbidity is still 
raised. The vital 
capacity reached 
2250 ml. and the 
tidal air 850 ml. 
The _ electrocardio- 
gram has gradually 
reverted to normal. 
Radiographically 
the deposits in the 
lungs have shown 
further aggregation, 
and the bases have become more translucent, with increasing 
tenting of the diaphragm; enlarged lymph-nodes have persis- 
ted in the right hilum, and the size of the heart has reverted 
to normal (fig. 4). 





Fig. 4—Further aggregation of deposits in 
upper zones, with translucency of lower 
zones and diaphragmatic tenting. 


Beryllium Poisoning 


The light metal beryllium is important because of the 
valuable properties of its alloys. As an industrial hazard 
it was little known until about ten years ago, and further 
time elapsed before protective measures were taken to 
safeguard exposed workers. The compounds of beryllium 
are known to cause three main syndromes: (1) acute 
inflammation of the respiratory system; (2) dermatitis 
and conjunctivitis ; and (3) chronic granulomatosis and 
fibrosis affecting mainly the lungs but also other organs, 
often associated with progressive cachexia. 
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The etiology of chronic beryllium poisoning presents 
many interesting unsolved problems: (1) the number of 
persons affected is very small compared with the numbers 
at risk; (2) severe or lengthy exposure does not appear 
to be necessary ; (3) the onset is usually delayed, and the 
poisoning may become manifest long after exposure has 
ceased ; and (4) the part played by various factors is still 
uncertain, but individual sensitivity, beryllium and/or 
its salts, and other contributory agents appear to be 
involved. The demonstration of a highly specific skin 
sensitivity to patch tests favours the view that this 
condition is due to an acquired allergy (Curtis 1951, 
De Nardi et al. 1953, Sneddon 1955). 

The prognosis is bad, death taking place in about 30% 
of cases either from cachexia or from respiratory and 
cardiac failure; about 30% of patients recover spon- 
taneously, the rest having a chronic course with remissions 
and exacerbations (Williams 1947, Agate 1948, Hunter 
1950, Royston 1950, Hardy 1951, De Nardi et al. 1953, 
Sneddon 1955). 

The diagnosis of chronic beryllium poisoning was based 
on the history of exposure, the clinical course, the radio- 
graphic appearances, and the demonstration of beryllium 
in the urine. 4 

Response to Corticotrophin 


Corticotrophin was given in February, 1950, on the 
assumption that an abnormal sensitivity played a part 
in this condition, and because corticotrophin tends to 
resolve chronic cellular reactions and fibrous tissues. The 
fact that this patient belonged to an allergic family was 
also considered significant. A dramatic improvement 
followed the administration of corticotrophin. Six 
months later she developed transient heart-failure. A 
relapse in January, 1951, responded to further cortico- 
trophin. The patient continued to improve while still 
having moderate dyspneea on exertion, and had gained 
21/, st. in weight by October, 1951, when she underwent 
laparotomy to terminate an eight-week pregnancy. 
Pregnancy is considered by Hardy (1951) to be a pre- 
cipitating factor in chronic beryllium poisoning, but 
De Nardi (1951) reported improvements in two cases after 
pregnancy. The present patient remained unaffected. 

Various degrees of improvement over short periods of 
time, usually under treatment with either corticotrophin 
or cortisone have been reported in twenty patients 
(Kennedy et al. 1950, 1951, Thorn et al. 1950, De Nardi 
1951, Ferris et al. 1951, Hardy 1951, Hasterlik 1951, Kline 
et al. 1951, Sander 1951, Short 1951, Wright 1951, 
Theodos et al. 1955). Severe reactions followed with- 
drawal of the drug in some cases. Negative results were 
recorded by Fenn (1951), MeClement (1951), and Slavin 
(1952). 

Laboratory Findings 

The blood-count showed only the changes caused by 
corticotrophin. The uric-acid level in the blood, which 
was slightly raised, was temporarily lowered by cortico- 
trophin. The urinary output of chlorides was always high 
and not affected by treatment. The urinary excretion 
of beryllium did not appear to be influenced by cortico- 
trophin; Klemperer (1951) and Kline et al. (1951) 
reached the same conclusion. A low urinary excretion 
of 17-ketosteroids increased after treatment and has 
remained within normal limits. In 1954 the serum- 
proteins rose but later fell gradually and are still rather 
high; the albumin/globulin ratio was temporarily 
inverted, and turbidity tests became and remain positive. 

The vital capacity and tidal air gradually increased 
from 1000 ml. and 400 ml. to 2250 ml. and 850 ml. 
respectively. Wright (1951), Ferris et al. (1951), and 
Kennedy et al. (1951) found, in early cases of 
chronic beryllium poisoning, a defect in the oxygen 
diffusion gradient in the alveoli, which they consider 
characteristic. In advanced cases they found increased 
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residual air, as in emphysema. With steroids they noted 
transient improvements in the respiratory function. 

The electrocardiogram showed right ventricular strain 
in 1950 but gradually reverted to normal. Serial radio- 
grams of the chest showed widespread uniform deposits 
which gradually became confluent. Increasing trans- 
lueency at the lung bases and tenting of both domes of 
the diaphragm suggest the development of emphysema. 
The size of the heart increased in 1950 owing to con- 
gestive failure but later reverted to normal. There was 
no evidence that corticotrophin affected the radiographic 
appearances. Hardy et al. (1951), Kennedy et al. (1951), 
and Kline et al. (1951), reported clearing of the infiltration 
in the lung during treatment with corticotrophin. 


Summary and Conclusions 


Eighteen months after a short exposure to beryllium 
compounds a young woman developed dyspnea, cough, 
wasting, and nodular lesions in the lungs. Her condition 
became so serious that by 1950 it seemed unlikely that 
she would survive. She was then treated with cortico- 
trophin, and her general condition, but not her radio- 
graphic appearances, improved considerably. A relapse 
eight months after her last course of treatment responded 
to further corticotrophin. Since then her condition has 
remained satisfactory. 

The rarity of all forms of beryllium poisoning in this 
country suggests a selective geographical distribution due 
to unexplained factors as in certain forms of allergy (Rogers 
1952). The relationship to sarcoidosis has been discussed 
by Scadding (1950), Sneddon (1955), and Hardy (1956). 

‘The results reported in this patient and those obtained 
by other workers suggest that corticotrophin influences 
the course of this disease. The total dose was small, but 
the results were more satisfactory and prolonged than 
those reported by other workers. Only mild side-effects 
were observed. It appears that, by reversing the 
cachexia, corticotrophin contributed to the establishment 
of a balance between the activity of the disease and the 
resistance of the patient. The slow progressive improve- 
ment after treatment had been discontinued is of special 
interest in view of the progression of the radiographic 
changes in the lungs and of the recent changes in the 
blood-protein levels. The possibility of a reactivation of 
the process cannot be ruled out; either cardiac or 
respiratory failure may still develop, and the resistance 
of these patients to infection is lowered. The ultimate 
prognosis ig therefore still very uncertain. 

Now that beryllium poisoning is recognised as an 
industrial hazard it is likely to become even rarer, and 
greater awareness will be needed to detect the occasional 
case. 

I wish to thank Organon Laboratories, Ltd., and Dr. W. J. 
Tindall for their help and for the generous gifts of cortico- 
trophin ; Prof. C. H. Gray, Dr. Donald .Hunter, Dr. J. N. 
Agate, and Dr. P. L. Bidsrup for their help ; my colleagues, 
Dr. J. Lavelle and Dr. W. G. Millar and their staff in the 
radiological and pathological departments for their whole- 
hearted coéperation ; and Sister M. Ryan and the nurses for 
the care given to this patient. I also wish to record my 
admiration for a very courageous patient. 
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A RELIABLE method of estimating the extent of 
myocardial necrosis would be of great value in the 
diagnosis and management of patients with coronary 
disease. With a large infarction clinical assessment, 
supplemented by changes in temperature, electrocardio- 
gram, erythrocyte-sedimentation rate (E.S.R.), and leuco- 
cyte-count, leaves little room for doubt. With small 
infarctions or subendocardial necrosis, however, these 
tests may be inconclusive, and more sensitive methods 
would be most welcome. The level of glutamic-oxal- 
acetic transaminase in the serum is almost always raised 
after an infarction, and a high level indicates myocardial 
infarction if necrosis of liver, pancreas, or skeletal muscle 
can be excluded (Lancet 1956); but apparatus for 
this estimation is costly and is available in only a few 
laboratories. 

Recently, simple methods of measuring fibrinogen and 
C-reactive-protein levels in the blood have been developed, 
and they are proving valuable in the diagnosis of 
infarction. 

The mean normal plasma-fibrinogen level is 270 mg. 
per 100 ml. with a standard deviation of 55; so an 
isolated observed value greater than 380 mg. per 100 ml. 
is probably abnormal. In each individual a fairly 
constant level is maintained, and we have regarded a 
sudden increase of a third from this level as abnormal, 
even though it still lies within the ‘‘ normal range.’’ The 
plasma-fibrinogen rises in response to infection and to 
tissue damage, and high fibrinogen levels have been 
reported after myocardial infarction (Gilchrist and 
Tulloch 1952, Linko and Waris 1955). A peak is reached 
from two to five days after infarction, followed by a slow 
fall to normal levels over two or three weeks. 

In 1930 Tillett and Francis reported the presence of an 
abnormal protein in the serum of patients with pneumo- 
coceal pneumonia. This reacted with the somatic C 
polysaccharide of the pneumococcus and was therefore 
called C-reactive protein. This protein is absent from 
normal serum but occurs in a wide range of conditions 
associated with tissue inflammation and necrosis, includ- 
ing myocardial infarction (Hedlund 1947, Roantree and 
Rantz 1955). Recently a simple and rapid precipitation 
test for C-reactive protein has been developed, using 
rabbit serum. No precipitation occurs with normal 


serum. 
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We here describe the results of serial estimations of 
fibrinogen and C-reactive protein in 60 patients with 
myocardial ischemia. 


Investigation 


This report is based on the study of 50 consecutive 
patients admitted to hospital with myocardial ischemia 
and 10 outpatients who had had myocardial infarctions 
in the past. 

Serial estimations of plasma-fibrinogen were made by the 
method of Stirland (1956). Plasma is diluted with saline 
solution, and the fibrinogen is denatured by heating at 56°C 
for fifteen minutes. The resulting turbidity is measured in a 
spectrophotometer at 650 

C-reactive protein was estimated by the method of Anderson 
and McCarty (1950). Into a capillary tube of external dia- 
meter about 1 mm. is drawn 1-5 cm. of C-reactive-protein 
antiserum, followed by 1-5 cm. of the patient’s serum. After 
mixing, the tube is incubated for two hours at 37°C and then 
stands overnight at 4°C. Next day the depth of precipitate 
is measured. 


Acute Myocardial Infarction (16 cases) 

In this group long-lasting pain occurred shortly before 
admission, and the diagnosis of recent myocardial 
infarction was confirmed by electrocardiograph within 
forty-eight hours. 

All these patients had high blood-levels of fibrinogen 
and C-reactive protein. The fibrinogen usually rose to a 
peak on the third or fourth day and ther fell slowly, 
reaching normal levels after two or three weeks. Often 
a small secondary peak was observed at about the tenth 
day. C-reactive protein usually appeared on the second 
day and disappeared within seven to ten days. In first 
appearance and peak levels C-reactive protein anticipated 
fibrinogen by a day. Changes in a typical case are shown 
in the accompanying figure. In 3 of these patients 
the serum levels of glutamic-oxalacetic transaminase were 
estimated. A peak was reached within twenty-four 
hours, followed by a rapid fall to normal levels in 
seven to ten days. 

The £.S.R. was raised in 12 patients, usually being 
highest within the first three or four days and declining 
to normal within three weeks. In several patients, how- 
ever, peaks were not reached until seven to ten days. 

Early evidence of infarction is extremely valuable in 
the management of these patients. From table 1, which 
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TABLE I—CONFIRMATION OF INFARCTION WITHIN 48 HOURS 
OF ADMISSION IN 16 PATIENTS 


Evidence No. of cases 
C-reactive protein present 12 
Fibrinogen increased ‘ os <* se 8 
Pyrexia eo os om ‘a — a 8 
Raised F.S.R. on ee a a os 7 


shows the numbers of patients in whom infarction was 
confirmed within forty-eight hours by each test, it will 
be seen that the levels of C-reactive protein and fibrinogen 
were more valuable than the £.s.R. in this respect. 

These serial estimations may be valuable in diagnosing 
complications during the first weeks after infarction, a 
period during which the electrocardiogram is so often 
unhelpful. 


Illustrative Case 

A man, aged 60, was admitted after a severe attack 
of pain lasting twelve hours. Electrocardiography showed 
evidence of a recent posterolateral infarction. He had 
pyrexia up to 99°F for the first two days and raised levels 
of C-reactive protein and fibrinogen, which returned to 
normal by the seventh day. On the tenth day pain recurred 
and lasted for two days, associated with pyrexia up to 100°F. 
Electrocardiography showed only evolutionary changes of 
the first infarction, but C-reactive protein reappeared in the 
blood, and there was a steep second rise in fibrinogen. 


Intermediate Group with Doubtful Infarction (22 cases) 
These patients were admitted shortly after a long- 
lasting attack of pain, ,.but there was no early electro- 


TABLE II—FINDINGS IN 22 PATIENTS WITH DOUBTFUL 
INFARCTION 





Evidence No. of cases 
Fall in blood-pressure 5 
Gallop rhythm on ion 4 
Pyrexia for more than 24 hours 8 
Raised fibrinogen level je 17 
C-reactive protein present 16 
Raised E.S.R. a aé 8 


cardiographic confirmation of the diagnosis. In 17 
patients the pattern was of ischemia without a definite 
infarction. In 4 patients evidence of infarction appeared 
later—in 1 on the fifth day and in the 3 others on the 
tenth day. 1 patient was readmitted two months after a 
previous infarction ; an electrocardiogram at his second 
admission showed no change from the pattern of recent 
anteroseptal infarction found at his first admission. 

In 17 of these 22 patients a raised fibrinogen level was 
found. In 16 of these 17 patients, but in no other patient, 
C-reactive protein appeared in the blood. Usually C-reac- 
tive protein appeared within the first forty-eight to seventy- 
two hours, but confirmation of infarction was only obtained 
in most cases after a study of fibrinogen fluctuations over 
the first two weeks. Other findings in these cases are 
shown in table 1. The levels of C-reactive protein and 
fibrinogen were raised in all the cases with pyrexia or 
with a raised E.s.R. 

In 5 of these 22 patients the diagnosis of infarction, 
suggested by long-lasting pain, was not confirmed in any 
objective way. In 5 patients raised levels of C-reactive 
protein and fibrinogen provided the only objective 
confirmation. 


Coronary Disease Without Recent Infarction (22 cases) 

12 patients were admitted for treatment of severe or 
progressive angina without long-lasting pain at rest. 
Electrocardiography was normal or showed only minor 
ischemic changes, and there was no pyrexia, leucocytosis, 
or raised E.S.R. There was no rise in C-reactive protein 
or in fibrinogen levels in these patients. 

Normal levels were also found in 10 outpatients who had 
had a myocardial infarction some months previously. 
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Discussion 


Fibrinogen and C-reactive-protein levels are constantly 
raised soon after a myocardial infarction but are only 
very occasionally abnormal in patients with angina or 
with an old infarction. These tests are therefore reliable 
indices of myocardial necrosis. The estimation of 
fibrinogen and C-reactive-protein levels is especially 
valuable in cases of doubtful infarction. 

In patients with long-lasting pain at rest these tests 
have proved more useful than electrocardiography in 
confirming infarction. Electrocardiographic changes may 
be slight or absent, and it is often uncertain whether 
abnormalities, when found, are due to a recent lesion. 
Fibrinogen and C-reactive-protein ‘levels have proved 
more sensitive indices of infarction than the t.s.R., and 
the E.s.R. returns more slowly to normal after infarction. 
Also the £.s.R. is often raised without infarction, and 
abnormal values have been reported in 50% of patients 
with angina (Riseman and Brown 1937). These tests 
are also useful in diagnosing complications in the weeks 
after an infarction, and in the differential diagnosis of 
chest pain due to hiatus hernia, cervical spondylosis, and 
gall-stones. 

Summary 

Fibrinogen and C-reactive-proteia levels were estimated 
in 60 patients with myocardial ischemia. 

These tests proved to be reliable indices of myocardial 
necrosis, being especially valuable in the assessment of 
patients with doubtful infarction. 

We wish to thank Dr. Keith Ball for help and encouragement 
and Dr. Celia Oakley for the transaminase estimations. 
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THE diseases known collectively as porphyria, resulting 
from disturbances of pyrrol metabolism, have been 
intensively studied in recent years, and many hundreds 
of cases have been reported from various parts of the 
world. A considerable excess of porphyrin or porphobilin- 
ogen in the urine is their common characteristic, but 
clinical manifestations vary widely. Skin lesions are a 
feature of many cases. In some, these begin in early 
childhood, resulting later in mutilation and deformity ; 
in others, similar lesions first appear in the adult and 
only rarely have such dire consequences. These cutaneous 
cases were classified as congenital and chronic porphyria 
respectively by Ginther (1911), who thought they might 
be related conditions. Later Waldenstrém (1937) substi- 
tuted the name porphyria cutanea tarda for chronic 
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senphpele to emphasise the late onset, ond pointed out 
that the condition showed some features in common with 
acute porphyria, a disease also seen mainly in adults 
but not associated with skin lesions. 

Watson et al. (1951) have shown that the primary 
disturbance in the porphyrias may be in the bone- 
marrow (erythropoietic porphyria) or in the liver (hepatic 
porphyria). In retrospect, it now seems clear that the 
classical concept of congenital porphyria corresponds 
to the erythropoietic form and that the cutanea 
tarda form is a variety of hepatic porphyria. The two 
can be distinguished on the basis of bone-marrow and 
liver-biopsy studies; analysis of feces for porphyrin 
(Barnes, unpublished data) also discloses character- 
istic differences. Discrimination according to age at 
onset is not reliable since skin lesions have been detected 
in children with hepatic porphyria. 

In a recent critical review of the records, Schmid 
et al. (1955) were able to verify the diagnosis in only 
thirty-five instances. Among these, twelve were in five 
sets of siblings and only one was a native of the African 
continent. We describe here the disease in a Northern 
Sudanese brother and sister. 


Case-records 


The Family.—They are in good circumstances by Sudanese 
standards. The father, a vegetable and fruit seller, is a 
healthy man of about 30 and belongs to the Jaali tribe. 
He has one wife aged about 25 who is half Jaalia and half 
Shaigia. She is said to be unrelated to her husband except 
by marriage, and investigation of the two preceding genera- 
tions confirms this. Their common tribal origin, however, 
allows the possibility of consanguinity further back in the 
pedigree. This woman is healthy, has a negative serum Kahn 
test, and has had no abortions. There are 4 children of the 
marriage ; the two elder are the subjects of this paper and 
the third and fourth, boy and girl respectively, are healthy. 
The youngest is aged 15 months. A history of disease resemb- 
ling porphyria in the father’s or mother’s family was denied. 
No abnormal porphyrin content was found in specimens of 
stool and urine from the father, the paternal grandmother, 
the mother, four of her five brothers, and the two younger 
children. 


Case 1.—A boy aged 9 years was thought to be healthy 
at birth. After nine months, pink milk-teeth began to erupt, 
and dentition was completed by the end of his second year. 
The colour of the teeth has gradually changed to a dirty 
pinkish yellow. At 2 years of age a rash started on the fore- 
head and then spread to all the exposed parts of the skin— 
face, neck, shoulders, front of the chest, forearms, backs of 
the hands, knees, legs, and upper surfaces of the feet. Blisters, 
sometimes preceded by trauma, were followed by scabs and 
sears. Blisters forming in the nail-beds had repeatedly caused 
shedding of each nail of the fingers and toes. The nails had 
always regrown. There had been no complaint of abdominal 
pain or any other illness. Pinkness of the urine had not been 
noticed until he was examined in hospital at the age of 4 
years. 

Examination.—In June, 1956, this boy weighed 36'/, Ib. 
and was 43 in. in height. His mentality appeared normal. 
The skin of the face, neck, shoulders, front of the chest, 
forearms, backs of the hands, knees, legs, and the upper 
surfaces of the feet was pitted, scarred, and moderately 
hyperpigmented. Large superficial scabs were found on the 
upper lip, forearms, and legs. The skin of the hands and feet 

was thickened, especially on the palms and soles. The nails 
were all present but were misshapen. On the outer sides of the 
legs was a light growth of black hair. 

The interphalangeal joints of the fingers, but not the thumbs, 
were swollen, more in the proximal than in the distal row. 
The fingers were held slightly flexed and could not be passively 
straightened, 

Of the permanent dentition, the four first molars and the 
left upper and the two lower central incisors had erupted 
and were normally coloured. The lower incisors were trefoil 
shaped. The whole milk dentition was present except the 


three replaced incisors, and all were a dirty pinkish-yellow 
colour. There was no caries and the gums were healthy. 
All the teeth showed a pink fluorescence in Wood’s light. 


The spleen and liver were not felt. Small discrete lymph- 
glands were palpable in both axille and groins. The tendon 
jerks were all present and equal on the two sides. 


The urine was pink in colour when first passed and the 
colour gradually deepened. 


Case 2.—This girl, born normally after an uneventful 
pregnancy, had an excess of body hair at birth. At 7 months 
of age, discoloured milk-teeth, started to erupt, and the 
dentition was completed by the end of the 2nd year. About 
the time of her 2nd birthday she had a feverish illness for 
which she was given, among other remedies, an injection 
of quinine into the buttock. After she had recovered from 
the fever, her urine was noticed to be red and an eruption 
started on the skin of the backs of the hands and spread 
to the face, shoulders, forearms, upper surfaces of the feet, 
and the legs to above the knees. Blisters, which sometimes 
followed injury, became scabs and healed with scars. Each 
nail of the fingers and toes had been shed repeatedly after 
blistering in the nail-bed, but they had always regrown. 
Between the ages of 2 and 5 years there had been repeated 
attacks of abdominal pain lasting several days, but they 
had not been accompanied by vomiting, diarrhea, or 
constipation. 


Examination.—In June, 1956, when she was aged 7 years, 
she weighed 27!/, Ib. and was 37 in. in height. She was thin 
but had a distended abdomen. Her mentality appeared 
normal. The skin of the face, neck, shoulders, front of the 
chest, forearms, backs of the hands, knees, legs, and upper 
surfaces of the feet was scarred and hyperpigmented. The 
skin of the hands and feet was thickened. A few large scabs 
were present on the forearms and legs. Over the forehead, 
cheeks, and nape of the neck, there was very dense, long hair 
which wa’ finer, less curled, and more deeply pigmented 
than that which grew normally on the scalp. 


The fingers were partly flexed and could not be. passively 
straightened at the interphalangeal joints which were swollen, 
more in the proximal than the distal row. The thumbs were 
unaffected. 


The milk dentition was complete and pink in colour. 
The abnormal tint was deepest in the incisors and progressively 
fainter in the canines and molars. The biting edges of the 
incisors were brown and ground down, and the opposed 
surfaces of the molars were mottled brown. There was no 
caries and the gums were healthy. In contrast to the milk 
teeth, the two first lower permanent molars had erupted 
normally coloured. The teeth examined in Wood’s light 
showed a pink fluorescence. 


In each axilla numerous small discrete lymphatic glands 
could be felt. There were larger glands in the groin and on the 
left side one was the size of a pigeon’s egg. 


The apex-beat could be seen and felt in the left third inter- 
costal space just behind the nipple. A soft systolic murmur 
heard over the whole precordium was loudest over the base 
of the heart. The spleen was enlarged two fingers below the 
costal margin and the hard sharp edge of the liver could 
be felt just behind the right costal margin. The tendon- 
jerks were all present and equal on the two sides of the 
body. 

The urine was red when first passed. Stools were repeatedly 
examined and no pathogenic parasites or bacteria were 
detected. 


Laboratory findings were as follows : 


Urine (July, 1955) Boy Girl 
Uroporphyrin (ug. per 100 ml.) oa 2230 2140 
Coproporphyrin (ug. per 100 ml. re3 ar 1420 642 
Porphobilinogen sé ae absent absent 

Feces (July, 1955) 

Coproporphyrin (ug. per g. dry wt.) .. 643 642 
Protoporphyrin (ug. per g. dry wt.) . . 79 17 

Blood 
Hemoglobin (g. per 100 ml.) we 13-8 5-0 
Red cells (millions per cm.) .. - 4-4 1-59 
Reticulocytes (per 100 red cells) . 0-9 10-8 
White cells (per c.mm.) ‘ =% 3500 4200 

Polymorphonuclears ind és 18:5% 27°5% 
Eosinophils .. ict _ a+ - 0-5% 
Lymphocytes - 765% ar % 
Mononuclears “a - e° 50% 5% 
Normoblasts . . .e ee o° _ 4 5% 
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Discussion 


Both children were physically underdeveloped in 
comparison with normal Sudanese children. Nevertheless 
both played normally with others and the boy attended 
school. 

Six criteria for establishing a diagnosis. of erythro- 
poietic porphyria were emphasised by Schmid et al. 
(1955) : 

(1) Onset of photosensitivity in early life. 

(2) Absence of abdominal or neurological symptoms. 

(3) Excretion of red or dark urine containing excessive 
amounts of porphyrin at birth or during the first years of 
life. 

(4) Erythrodontia. 

(5) Hypertrichosis. 

(6) Evidence of increased hemolysis and/or splenomegaly. 


In these patients the dermatosis appeared on the 
exposed areas at the end of-the second year and was 
unusually extensive because of their scanty clothing. 
Neurological symptoms were absent, but the girl had 
suffered repeated attacks of abdominal pain. She lives 
in a country and under conditions in which intestinal 
diseases accompanied by pain are varied and common. 
It is possible that her abdominal symptoms were 
independent of the porphyria, but clinical and available 
laboratory investigations failed to reveal a cause. Rapid 
enlargement of the liver and spleen during acute phases 
of hemolysis is a possible explanation. The boy’s urine 
was found to be red at the age of 4 years and the girl’s 
at the end of the 2nd year, but discoloration may have 
been present but not noticed before this. The colour 
was due to excess of uroporphyrin and coproporphyrin. 
Porphobilinogen was not detected in the urine of either 
patient. Erythrodontia was noted in the milk teeth at 
eruption and the teeth showed characteristic fluorescence 
in Wood’s light. The girl had extreme hirsutism at 
birth. This abnormality affected the boy so slightly as 
not to have been noticed by his mother. 

Hemolytic anemia was severe in the girl and was 
manifested by a low hemoglobin and red-cell count in 
the peripheral blood, a large number of circulating 
normoblasts and reticulocytes, and gross splenomegaly. 
Her parents declined permission for splenectomy. 
Anzmia in the boy was slight without increase of circulat- 
ing reticulocytes. His spleen was not large enough to be 
felt below the costal margin. The bone marrows of 
both children, examined in ultraviolet light in January, 
1957, by Dr. H. B. W. Greig, showed the presence of 
abundant fluorescing normoblasts. Normoblastic hyper- 
plasia was noted in the boy’s bone-marrow but was 
absent from that of the girl. 


Summary 


Two cases of erythropoietic porphyria in Northern 
Sudanese siblings are described. Hydroa vacciniforme 
of the areas of skin exposed to sunlight was accompanied 
by hypertrichosis, erythrodontia, excessive urinary 
excretion of uroporphyrin and coproporphyrin, and 
greatly increased stool coproporphyrin. Bone-marrow 
films contained fluorescent normoblasts. One patient 
had severe anemia of the hemolytic type and, atypically, 
suffered recurrent abdominal pain. 

We wish to thank Dr. Labib Abdall. for much help and the 
Director of Medical Services, Sudan Government, for per- 
mission to publish the records of these patients. Some aspects 
of the cases were included in a thesis presented by one of us 
(H. D. B.) for the degree of doctor of philosophy of the 
University of London. 
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THE BEHAVIOUR OF INHALED GRASS 
INFLORESCENCES 


R. C. GopFREY 
M.B. Adelaide, M.R.C.P. 


MEDICAL SUPERINTENDENT, PRINCESS MARGARET HOSPITAL FOR 
CHILDREN, PERTH, WESTERN AUSTRALIA 


Grass spikes as foreign bodies in the respiratory 
tract appear to be rare, and the number of published cases 
up to 1952 was 35 according to Chevalier Jackson (1952) 
who described two types: in one the spike remained 
in the bronchus until removed bronchoscopically, but 
in the other it was driven through the lung, finally 
penetrating the chest wall and 
appearing through the skin. 

The fate of the inflorescence 
depends on the characteristics 
of the species of grass inhaled. 
The spikelets of timothy grass 
(fig. la) are close together and 
soft and, in seven published 
cases, did not penetrate, whereas 
those of barley grass (fig. 1b) 
are firm and sharp, set at an 
acute angle to a rigid stem, 
and do not become soft when 
moistened. The arrangement 
of the spikelets in barley grass 
and a number of other species 
causes one-way travel with 
thoracic movement and drives 
the point onwards. 

Woolley (1955) has described 
characteristics that may dis- 
tinguish symptoms due to 
inhalation of grass inflorescences 
from those due to other foreign 
bodies : (1) the discrete arrange- 
ment of the florets comprising 
the spike allowing air to pass 
through the affected bronchus 
and delays the development 
of both emphysema, due to 
a ball-valve obstruction, and 
atelectasis; and (2) in some 
species with stiff awns set at a 
an acute angle to the stem Fig. \~Inflorescence of : a, 
the inflorescence migrates into timothy grass ; », barley 
the periphery of the lung beyond grass. 
the range of the bronchoscope. 

Two children at this hospital had symptoms due to 
aspiration of inflorescences of grasses. The signs and 
symptoms differed from those due to the aspiration 
of other foreign bodies. 





Case-reports 


Case 1.—A boy, aged 9 years, was admitted to hospital 
in October, 1948, with twenty-four hours’ history of colicky 
abdominal pain, associated with nausea. No history of 
inhaling a foreign body was given. 

On examination there was right-sided abdominal tender- 
ness, more severe in the upper quadrant. Clinical examina- 
tion of the chest revealed no abnormality, but his ale nasi 
were being used in breathing. 

Treatment and Progress.—While under observation his right- 
sided pain and tenderness increased. Appendicitis was 
diagnosed, laparotomy done, and a healthy appendix removed. 
Postoperatively his pain persisted for several days, and one 
week later riiles were heard for the first time, on the right 
side of his chest. Radiography revealed an area of broncho- 
pneumonia at his right base, but this responded to treatment 
within a few days, and the boy was discharged. 

Readmissions.—Four months later, however, he was 
readmitted, with chronic pulmonary suppuration and much 
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Fig. 2—Case 2’s sinus in lumbar region: Iith and 


12th ribs and angles of scapulz are indicated Sie 
after 





Fig. 3—Diagram made from lateral radiogram taken 


when, seven weeks after 
it had been inhaled, an 
inflorescence of barley 
grass, more than 2 inches 
long, was removed from 
the sinus with forceps. 
Removal of the spike 
provoked a burst of cough- 
ing and _iodised oil 
injected into the sinus 
was traced radio- 
graphically almost up to 
the diaphragm (fig. 3). 
The sinus then healed 
promptly and the child 
has since remained 
well. 

The specimen was exam- 
ined by the Government 
Botanist and described 
as “the greater part of 
the inflorescence of one 
of the common barley 
grasses—namely, Hordeum 
murinum L.” 


Discussion 
Barley grass is indi- 
genous to Europe, North 
Africa, and Asia, and 
it is a common natural- 
ised weed in many parts 


—_— 


of oil into lumbar sinus, 





with dye; and spike of barley grass removed 
from sinus is shown on card. 


purulent sputum. Bronchoscopy showed the right anterior 
basal bronchus to be almost occluded by swelling, and broncho- 
graphy merely confirmed the presence of bronchial occlusion. 
Finally, after many admissions to hospital, prolonged medical 
treatment, and repeated fruitless bronchoscopy and broncho- 
graphy, a right lower lobectomy was done in 1950. Section 
of the lung revealed a well-preserved inflorescence of barley 
grass, which lay in the bronchus with its stalk bent double 
beside it, the whole specimen when unfolded being more than 
two inches long. Directly questioned he remembered 
“ swallowing ’’ a grass seed two days before his appendicec- 
tomy. It is now obvious that the original abdominal pain was 
referred from the chest. He has recovered completely. 


Case 2.—On Sept. 23, 1956, a girl, aged 16 months, was 
seen to cough, retch, and go blue after “ swallowing a grass 
seed ’’ and was brought to hospital immediately 

On examination there were no clinical abnormalities at 
first, but within a few hours there was diminished air entry 
on the right side of the chest with occasional high-pitched 
rhonchi. Chest radiography on expiration showed emphysema 
of the right lower zone. 


Treatment and Progress.—Under general anesthesia a 
“barbed grass seed ’’ was removed piece-meal from the right 
main bronchus. Five days later, because of persistent fever, 
cough, and radiological changes suggesting consolidation 
at the right base, a second bronchoscopy was done. The 
lower lobe bronchus was described as swollen and inflamed, 
but no foreign body was seen. Tetracycline was administered, 
and her temperature slowly subsided. On Oct. 8, two weeks 
after admission, the radiological signs were less obvious and 
there was only slight opacity overlying the lateral aspect 
of the right leaf of the diaphragm. The girl was therefore 
allowed to go home. 


Readmissions.—Three days later she was again admitted 
because cough had recurred, but there was no pyrexia ; 
so she was discharged on Oct. 15. She remained well for a 
further week but once more became ill with pyrexia, loose 
cough, anorexia, and listlessness. Her chest was clinically 
clear, but radiography still showed slight opacity, and she 
was therefore observed in hospital. The opacity did not 
increase, but her temperature continued to swing until a 
week later, when there suddenly appeared a hot tender 
fluctuant swelling about 2 inches in diameter, lying to the 
right of the fourth lumbar vertebra (fig. 2). When incised it 


produced offensive pus from which Escherichia coli grew on 
culture. The abscess continued to discharge until Nov. 9, 


showing approximate track of barley grass. 


of temperate Australia. 
In Western Australia it 
has a very wide range, 
corresponding approximately to the cultivated lands 
where wheat is grown. Each floret has a stiff spike 
projecting at an angle (fig. 1b), and its shape and 
rigidity explain its behaviour when inhaled. 

Delay in the development of bronchial obstruction— 
and therefore of clinical signs—led to a failure to diagnose 
ease 1 early, and, later, migration of the foreign body 
prevented it from being seen with the bronchoscope. 
In case 2 the migratory capacity of the grass spike moved 
it beyond the range of the bronchoscope and led to a 
mistaken belief that it had been completely removed 
at the first operation. The folding of the stem prevented 
lengthy migration in case 1, but in case 2, the ratchet- 
like action drove the spike through the lung, diaphragm, 
and lumbar muscles and out on to the skin. 

It is not known whether permanent bronchial damage 
has been done in case 2, but Woolley’s (1955) experience 
indicates that this is unlikely. 


Summary 


The behaviour of grass inflorescences as foreign bodies 
in the respiratory tract is discussed. 

The cases are described of two chiidren, each of whom 
had inhaled a spike of barley grass. In neither case was 
bronchoscopy effective in removing the foreign body, and 
failure is attributed to the shape of the spikes, which 
caused migration towards the periphery of the lung, 
beyond the range of the bronchoscope. 

In case 1 the stem was folded and the inflorescence 
remained in the lung for two years, but in case 2 thoracic 
movement caused the spike to penetrate the diaphragm 
and pass into the subcutaneous tissue of the lumbar 
region, where it was finally retrieved after incision of a 
subcutaneous abscess. 

I wish to thank Dr. E. Green and Dr. R. Thomas for per- 
mission to publish details of cases under their care, Mrs. 
G. Strover for preparing the diagrams, and the government 
botanist, Mr. C. A. Gardner, for identifying the grasses. 
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New Inventions 


A MULTI-PURPOSE NURSING HOIST i 


THE movement and manipulation of heavy and helpless 
patients is presenting an increasing problem in the long- 
stay hospitals, especially in view of the nursing shortage. 
Manufacturers are producing mechanised aids of varying 
efficiency, and following a study of these in production 
an effort has been made to design a multi-purpose hoist 
capable of lifting and moving heavy, uncoédperative, and 
sometimes apprehensive patients. 

From the beginning two separate problems appeared 
to be’involved: (1) the lifting of patients from the bed 
or cot for bed-making and similar nursing procedures ; 
and (2) the provision of a method of movement and 
manipulation of heavy helpless patients with limited 
powers of motion. The movement of the latter type of 
patient from bed to chair, to the bathroom, or from chair 
to toilet has previously made serious demands on the 
time and energy of the nursing staff. Lifts with wire 
or chain suspensions tend to make nervous patients 
apprehensive and are subject to criticism on other 
grounds. 

We have successfully devised a multi-purpose lift to 
combine both functions by using alternative quickly 





detachable heads with a single basic unit. The lift unit is 
sturdily built of box-section steel. The base is wide and 
fitted with four ball-bearing castors, of which two have 
a simple locking mechanism to immobilise the machine. 
The upright body contains the hydraulic pump and a ram 
which is coupled to double swinging arms fitted with 
trunnions to receive the heads ; the latter are retained in 
position by quick-release catches and may be changed in 
5-10 seconds. The hydraulic ram is operated by a handle 
conveniently placed on the upright column; the patient 
is lowered by a spring-loaded valve-head designed to 
return to the closed position when released by the opera- 
tor. An additional advantage is the optional inclusion of a 
weighing device in the hydraulic circuit; hitherto it 
had been impossible to weigh helpless patients. Pro- 
pelling handles are fitted for the convenience of the 
operator. 

The horizontal head (figs. 1 and 2) consists of a chromium- 
plated frame 5 ft. 10 in. long, designed to lower over the 
patient ; 3 nylon bands are rolled under the trunk and 
legs and fixed by an ingenious method to the sides of the 
frame, and the patient may then be lifted off the bed. 
For transporting the patient some distance, the whole 
frame lowers into clips at the base of the column to ensure 
steadiness and avoid any lateral movements. 


The vertical head (fig. 3) comprises a steel bar, from 
the centre of which depends a universal joint with a simple 
locking device attached to a steel frame fitted with eyes 
to receive the harness clips. The harness is a 6-in.-wide 
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Fig. 2. 


nylon belt fitted round the waist, with a back piece 
terminating in adjustable straps which fit over the frame. 
A separate sling is provided for each thigh. To use the 
lift, all that is necessary is to lower the frame over a 
recumbent patient (who has been dressed and fitted with 
the harness), hook on the harness, and fit the thigh slings. 
Operation of the pump lifts the patient first to the sitting 
position and then clear of the bed, when he may be 
transported wherever is desired. This method of suspen- 
sion permits absolute comfort, and patients who need 
transporting during the day can wear the harness perman- 
ently. To use the toilet, they are turned round facing 
the body of 
the machine 
and lowered ; 
no removal of 
the harness 
is necessary. 
Lifting from 
a chair for 
the replace- 
ment of the 
patient in bed 
is simple. 
For bathing, 
two harnesses 
are retained 
in the bath- 
room, one 
drying and 
one in use; 
after bathing 
the patient is 
lifted from 
the bath to a 
drying-table 
before dress- 
ing and re- 
placement of 
the harness. 
a8. 40; . of 
course, neces- 
sary to raise 
the bath 10 Fig. 3. 

in. from the 

floor to accommodate the base of the hoist. With a 
patient in the sitting position, the hoist will pass 
through a 3 ft. doorway. 


The summary of the requirements for this machine resulted 
from frequent consultations with the nursing staff of this 
hospital, the technical advice of Mr. E. W. Martin, group 
engineer, and the enthusiastic codperation of my medical 
colleagues. Messrs. Mann Egerton & Co., Cromer Road, 
Norwich, have taken out provisional patent protection for the 
unit and propose to market it as the ‘ Little Plumstead 
Patient Lifter.’ 


Little Plumstead Hospital, 
near Norwich, Norfolk 


J. V. Morris 
M.A., M.D. Dubl. 
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Reviews of Books 


Psychiatric Studies 


C. G. June. Vol. 1 of Collected Works. Translated by 
R. F. C. Hutz. London: Routledge & Kegan Paul. 
1957. Pp. 260. 25s. 


Symbols of Transformation 


C. G. June. Vol. v of Collected Works. Translated by 
R. F. C. Hutz. London: Routledge & Kegan Paul. 
1956. Pp. 557. 35s. 


ENCYCLOP2ZDISTS who could take all knowledge for their 
province are inconceivable today; but when we meet 
their modern equivalents, polymaths of vast scope, we 
mostly gape or cavil according to our temperament. C. G. 
Jung, like Arnold Toynbee, astounds us with his erudition 
and the boldness of his aims; his generalisations are 
supported by a wealth of details and illustrations which 
are undeniably selective but may be none the less typical 
and justificatory ; his admirers are more often amateurs 
than experts in the fields which he seeks to illuminate ; 
and he is concerned with history: it is history above all, 
he wrote in 1937, ‘ that enables us to bring the huge mass 
of empirical material into ordered relationships.” 

Jung was at first a psychiatrist, and made valuable 
clinical observations. The earliest of these are now 
presented, in an excellent translation. They include 
papers on hysterical phenomena, mania, and the simu- 
lation of insanity by criminals: they deserve to be 
re-read. 

The volume now entitled Symbols of Transformation 
represents a much revised version of Jung’s monograph 
on changes and symbols of libido, which was first pub- 
lished in 1912 and marked the parting of the ways between 
him and Freud. It isan abundant essay on the symbolic 
interpretation of myths; it foreshadowed the main 
development of Jung’s thought in the next thirty years, 
and is a brilliant and impressive example of his method. 
It is richly illustrated and, like the other volumes so far 
published, admirably produced. 


Coronary Heart Disease 
MILTON PLOoTzZ, M.D., F.A.C.P., clinical associate professor 
of medicine, State University of New York. London; 
Cassell. 1957. Pp. 352. 90s. 

Tuts remarkably comprehensive and up-to-date mono- 
graph is addressed to practising physicians, so the 
emphasis is on diagnosis, treatment, and complications ; 
but anatomy and pathology are dealt with at not too 
great a length and the exposition is much assisted by 
diagrams. 

The newer methods of investigation such as ballistocardio- 
graphy are adequately described and their value is discussed. 
In the section on treatment the author gives separate chapters 
to treatment of acute infarction, anticoagulant treatment, and 
management of angina pectoris and chronic coronary disease. 
This is a very sensible arrangement which emphasises that 
administration or withholding of anticoagulants is only one 
aspect of treatment. Dr. Plotz chooses the popular middle 
way of giving anticoagulants to all patients at first, stopping 
if after three days the case proves to be mild or “ good risk.”’ 
The pros and cons of surgical treatment are very briefly 
discussed. A chapter on diet gives an outline of how to obtain 
a diet low in cholesterol and containing medium amounts of 
vegetable fats ; no butter, no egg-yolk, hardly any cheese, and 
only skim milk are allowed ; no caviar and no clams—but the 
patient can have ‘“‘ caramel meringue kisses.”’ 


The volume is well suited to anyone who wants a not 
over-long account of modern ideas on coronary-artery 
disease. 


Spinal Cord Compression 
Mechanism of Paralysis and Treatment. I. M. Tar.ov, 
M.D., professor of neurology and neurosurgery, New 
York Medical College, New York. Springfield, IIl.: 
Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 


1957. Pp. 147, 57s. 6d. 


Professor Tarlov and his associates set out to determine 
the prognosis in spinal compression and the influence 
that operative decompression might have on it. 


This 
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book brings together their experimental and clinica 
studies. 


An ingenious procedure has been devised by which the 
spinal cord of dogs can be compressed and decompressed 
at will, either instantaneously or gradually, and this has 
provided information which is of special interest in reference 
to acute and subacute lesions in man, especially traumatic 
lesions. Its relevance to the very gradual compression causec 
by benign tumours in man is less direct. 

The experimental results are collated with clinical cases 
to answer five critical questions, of which the last is the 
question from which the whole investigation started: ‘ in 
what circumstances should laminectomy be done?’’ The 
answer to this is particularly controversial in the treatment 
of closed traumatic lesions, and Professor Tarlov concludes 
that if the interruption of cord function is clinically complete, 
and if there is complete cerebrospinal-fluid block, immediate 
operation is indicated. 


Some well-known paraplegia centres do not follow 
this view, but Professor Tarlov puts his case clearly 
and everyone interested in the subject should read 
his book. One thing, however, is clear: the treat- 
ment of spinal-cord injuries is a complex affair which 
is best carried out in a unit with special interest in 
such treatment. 


Emergencies in General Practice 
Specially Commissioned Articles for the British Medical 
Journal. London: British Medical Association. 1957. 
Pp. 461. 25s. 


Tus well-written book contains much that is not 
readily obtained from textbooks—on the treatment, for 
instance, of electrical accidents, of poisoning with 
pesticides, of dental emergencies, and of indelible pencil 
as a foreign body. In the absence of advice on such 
topics as snake-bite, rabies, toadstool poisoning, malaria, 
and cut throat, it cannot be described as comprehensive ; 
but the articles cover a wide range of medical, surgical, 
psychiatric, and obstetric conditions, and all are written 
from the general practitioner’s viewpoint. The book will 
doubtless prove valuable and popular. 


Blood and Bone Marrow Patterns 
G. D. Tatsort, m.p., former chief of medicine, the 
Wright-Patterson Air Force Base, Dayton, Ohio; Emer R. 
HUNSICKER, B.S., former chief of laboratories at the base ; 
Jona Li, M.D., University of California medical center, 
San Francisco. New York and London: Grune & 
Stratton. 1957. Pp. 59. 84s. 


THIs volume consists of 145 colour photomicrographs 
showing individual blood and bone-marrow cells, and 
then what the authors regard as characteristic fields in 
various diseases. The photographs are quite reasonably 
reproduced and show very well both the advantages and 
the limitations of this sort of reproduction. The book is 
to be used in ‘‘ training programs,” but is no substitute 
for study of original blood and bone-marrow smears ; 
anyone who had to train from such a book would be of 
little use. For what it is, the book is not unduly expen- 
sive. But British readers have access to better and less 
costly guides, and another disadvantage of this volume is 
that the authors use the “ rubriblast-rubricyte ’’ nomen- 
clature, which is not adopted here and indeed is not 
used in standard American textbooks 


Clinical Biochemistry (7th ed. Melbourne University 
Press. 1957. London: Cambridge University Press. Pp. 389. 
758.).—In this edition Dr. Ivan Maxwell has had the coépera- 
tion of colleagues from the departments of biochemistry and 
physiology at Melbourne University. The result is an up-to- 
date, well-balanced, and, in general, well-written textbook. 
The physiological and biochemical basis of laboratory tests, 
selected methods, and the value of the results are presented 
in such a way that this book could be a real help to English 
as well as to Australian medical students (the statement that 
lactosazone looks like wattle blossom might help some to 
recognise wattle blossom !). Fuller details of the collection 
of suitable specimens would be appropriate, and the chapter 
on endocrine glands could perhaps with profit range more 
widely. But these are small faults, and Dr. Maxwell’s book 
could be warmly recommended were it not for its apparently 
unreasonable cost. 
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The Teaching Hospitals 


Many who work in them are profoundly concerned 
about certain features of the present administration 
of our teaching hospitals and the effect on their future 
development. These hospitals should be capable of 
setting a standard of medical care, not only in the 
quality of their staff but also in their fabric and 
facilities ; but the youngest of them is twenty years 
old, and most are much older. While the demands 
on them have grown they have been decaying 
rather than improving. After the war there was 
a considerable development of university depart- 
ments within their walls, in response to the recom- 
mendations of the Goodenough Committee, and some 
of it was achieved during the early years of the 
National Health Service; but, when we look for 
improvements which were both initiated and com- 
pleted under the service, the picture is one of dismal 
inactivity. In one teaching hospital, a theatre- 
block has had to be actually demolished and two 
wards are standing empty and deteriorated. This 
may be an extreme case, but it shows how teaching 
assets can dwindle instead of increasing. The medical 
schools have just been freed from many of the 
restrictions previously imposed on their curricula ; 
must they go on being hampered by the inadequacy 
of their buildings for clinical teaching and practice ? 

Presumably we have to accept the fact that at 
present, for good reasons or bad, there is no immediate 
prospect of hospital building on the grand scale in this 
country. But at least the bogy of national poverty 
should not prevent us from using to the best advantage 
those resources which can be released. We may 
become so hypnotised by the thought of Treasury 
control that we do not even secure those sums of 
money which could be spared. Many useful schemes 
never seem to get as far as a coup-de-grace from the 
Ministry or the Treasury: they have already fallen 
victim at lower levels either to administrative delays 
or to the energetic pursuit of false economy. 

In a period of inflation the best time to have any- 
thing done is always now, this moment; but plans 
for building have to go through an administrative 
machine which is up to date only in its resemblance 
to a reverberating circuit. (Even the inventive 
Dickens failed to think of the advantages of having 
two, or even three, Circumlocution Offices running 
now in series, now in parallel.) The medical board, the 
committee of management, the board of governors, 
the medical advisory committee, and the planning and 
development committee are al} dimly juggling with 
urgent projects, some of which may even have been 
passed ‘‘ in principle ’’ by the Ministry. In the nature 
of things, most of the ideas for new building come 
from the medical staff, who may then have the 
mortification of seeing a plan into which they have 
put much work shelved indefinitely by an almost 
casual decision taken at a meeting of some higher 
body with an overcrowded agenda. The remedy seems 
to lie in the clear recognition that future develop- 
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ment is a first priority, not something to be mixed 
up with the current administration of the hospital : 
recommendations of a small planning committee, 
with a high medical representation, should have first 
call on the consideration of the board of governors. 
This may seem less democratic than the present 
system, but it might get more done. Of course, much 
depends on the attitude of the senior hospital 
administrator ; if he is really behind a scheme, he 
can push it with a continuity denied (by their other 
duties) to the medical staff; but he needs their firm 
support in doing so. In the partition of resources 
between regional and teaching hospitals, the regional 
hospitals seem to have come off rather better: the 
upgrading of regional hospitals is a major achieve- 
ment of the health service. This success may be 
partly due to the continuous and authoritative pressure 
which can be exerted by the full-time medical 
administrators of the region, who have no counter- 
part, in England, in the teaching hospitals. The prob- 
lem of striking a fair balance between the continuous 
pressure of the region and the intermittent demands 
of the teaching hospitals has been complicated in one 
or two areas by asking one man to play two parts— 
those of chairman of the regional hospital board and 
chairman of the board of governors. 

Turning to the pursuit of false economy, we can 
only point out once more that it is as true for hospitals 
as it is demonstrable for roads and railways that a 
cheeseparing attitude towards capital expenditure 
leads to colossal waste in running costs. This year’s 
“ saving ’”’ may spell inefficiency and frustration and 
expense for decades to come. Again, the main 
responsibility has to rest on those who control Govern- 
ment spending ; but in retrospect at least, it might 
have been better if more hospitals had been prepared 
to use their free monies to make up for central 
niggardliness. By refraining from such expenditure 
“economy” has been achieved, but in the mean- 
time inflation has outpaced the saving with giant 
strides: the buildings are not there, and the money 
has depreciated. Our patients are amazingly tolerant 
of delay and discomfort, but they might be less so 
if they knéw that it was not all unavoidable. Our 
staff, lay and medical, are working in conditions 
which cut down efficiency, so that their salary is 
partly wasted. 

Our hospitals can and must be improved. There 
has been little progress in the teaching hospitals 
in the past few years, and not all of this failure can 
be blamed on our recurrent economic crises. Some 
has been due to administrative delay, and some to 
the natural reluctance to spend “free money.” 
The question now being asked is whether once again 
appeals should be made to the people of a locality 
to find money for the reconstruction of their own 
hospital. Certainly, in one way or another, medical 
staff are entitled to full lay support in a positive 
programme of hospital renovation. This is not a 


matter of party politics, and should not be made . 


so. Even at the risk of undervaluing voluntary 
service, we feel obliged to say that the future 
development of our teaching hospitals demands much 
insight by lay people into the needs of modern hos- 
pital medicine. This insight has sometimes been 
lacking, and those who lack it have sometimes found 

1. Russell, W. R. Lancet, July 27, 1957, p. 188. ; 
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refuge in too easy talk of “‘ phasing and priority,” 
“an overriding need for economy,” “the Ministry 
won’t sanction it,” and the like. It is true, of course, 
that good work can be done, even if wastefully, in 
bad buildings; but after ten years’ enforced proof 
of this proposition we have become impatient for 
something better. 


Paroxysmal Myoglobinuria 


THE appearance of myoglobin in the urine is evi- 
dence of damage and destruction in muscle tissue. 
Myoglobinuria has been recorded after various kinds 
of injury and the so-called Haf disease was an epidemic 
condition in which myoglobinuria was prominent. But 
in addition to these conditions with a recognised 
etiology, there is a group of patients whose myo- 
globinuria is not at present accounted for—the group 
known as “idiopathic paroxysmal myoglobinuria.” 
The disease was first described in 1910 by MEyYEr- 
Betz ' and since then accounts of about 30 cases have 
appeared: BERENBAUM et al.? described investigations 
carried out on a patient 10 years old ; BowDEn et al.® 
gave details of 3 affected children; and PEARSON et 
al.’s patient * of 57 had had the disease for over thirty 
years. The condition is serious, sometimes crippling, 
and occasionally fatal. Bowpen et al. noted 6 fatal 
reports and 2 of their patients, a brother and a sister, 
both died suddenly during an attack at the age of 
4 years. It is, therefore, important to recognise the 
disease, and it has to be differentiated from the other 
diseases with pigment in the urine, particularly the 
hemoglobinurias and porphyria. 

Clinically the attacks always begin with muscle 
pains and cramps and muscular weakness. The 
symptoms may involve one group of muscles or many. 
Pyrexia is common. The attacks are spontaneous in 
some patients; in others they are brought on by 
exertion. A few hours after the onset the patient 
passes dark urine and the diagnosis turns on the 
investigation of this urine. The final distinction 
between myoglobinuria, hemoglobinuria, and _por- 
phyria depends on spectrophotometric measurements ; 
but, as PEARSON et al. point out, much can be learnt 
from simpler methods. The colour of the urine is red 
to chocolate-brown in myoglobinuria and hzemo- 
globinuria, but pink or red in porphyria, when the 
colour may develop only after exposure to light for a 
time. The guaiac test is negative in porphyria but 
positive in the other two. Observed by ultraviolet 
light, porphyric urine fluoresces, the other two do not. 
In hemoglobinurias the blood-plasma contains enough 
free hemoglobin to colour it pink or red; in myo- 
globinuria and porphyria the colour of the plasma is 
normal. Spectroscopically the distinction between 
hemoglobin and myoglobin is not easy ; oxyhzmo- 
globin has absorption-band peaks at 578 and 540 mu ; 
oxymyoglobin’s peaks are 581-2 and 542 mu. To be 
sure of distinction of this degree, a Hartridge reversion 
spectroscope or a spectrophotometer is necessary as 
a rule; so BowpDeEn et al. have proposed a simpler 
technique. 


1. Meyer-Betz, F. Dtsch. Arch. klin. Med. 1910, 101, 85. 

2. Berenbaum, M. C., Birch, C. A., Moreland, J. D. 
i, 892. 

3. Bowden, D. H., Fraser, D., Jackson, S. H., Walker, N. F. 
Medicine, Baltimore, 1956, 35, 335. 

4. Pearson, O. M., Beck, W. 8., Blahd, W. H. 
1957 76 
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The ordinary mercury-emission type of fluorescent 
tube is used as a light source ; when this is viewed through 
an ordinary direct-vision hand spectroscope, bright lines 
appear at 577, 579, 546 my and two other points, and 
the 577 and 579 lines usually show as a single bright line 
at 578 mu. When oxyhzemoglobin is placed between the 
light source and the spectroscope, the 578 my. bright line 
appears in the centre of the dark « absorption band ; but, 
if the pigment is myoglobin, the mercury line appears at 
the green (right) edge of the « absorption band. The urine 
to be tested must be fresh, since the characteristic spec- 
trum may not be obtainable after 24 hours, and the 
myoglobin pigment must be converted to the oxy form 
by shaking with a few crystals of sodium hydrosulphite. 

Paroxysmal myoglobinuria must also be distin- 
guished from ‘“‘ march” hemoglobinuria. Confusion 
arises because both can be associated with exercise. 
But even clinically there are differences : myoglobin- 
uria is preceded by muscle pain and weakness, march 
hemoglobinuria arises after unusually severe or sus- 
tained exertion and is not accompanied by any special 
pain. Adequate examination of the urine, of course, 
confirms the distinction, which is important because 
march hemoglobinuria is, so far as we know, an 
entirely benign condition.® Once the diagnosis of 
paroxysmal myoglobinuria is made, the patient should 
be kept in bed until the attack passes, as it usually 
does within a few days. No specific treatment is 
known to have any effect, but a watch should be kept 
on the urinary output, which can become temporarily 
insufficient. 

Myoglobinuria has been much investigated. Histo- 
logical examination of muscle biopsies shows swelling, 
fragmentation, and loss of striation in many fibres, 
and partially empty sarcolemmal sheaths. These 
appearances are not specific ; they may be the result 
of damage by toxins, trauma, or anoxemia.® Nor are 
they limited to the painful muscles, for the changes 
seem to be widespread but focal. Elaborate biochemi- 
cal studies have thrown little light on the cause of the 
disease. We know that the molecular weight of myo- 
globin is about 16,800, or a quarter of the weight of 
hemoglobin.? The smaller molecular weight means 
that myoglobin passes the glomerular membrane more 
readily than hemoglobin, and the renal threshold for 
myoglobin is about 15 mg. per 100 ml. of blood, 
whereas that for hemoglobin is 100-150 mg. per 
100 ml. This difference accounts for the useful 
observation that myoglobin may appear in the urine 
when the blood-plasma is clear, whereas in hemoglo- 
binuria the plasma is coloured. But few other investi- 
gations have shown any constant pattern of change. 
PEARSON et al.‘ found that the measurable total-body- 
potassium dropped to a very low level soon after the 
onset of an attack, and the levels of three measurable 
serum-enzymes known to be present in muscle tissue 
rose about two hours after the attack began and 
remained up for the next twenty-four hours; but 
PEARSON et al. thought that these effects were only to 
be expected after extensive destruction of muscle. 
BERENBAUM et al.? suggested that affected patients 
might have an abnormal form of myoglobin, analogous 
to the abnormal hemoglobins known to be associated 
with clinical syndromes. Indeed, Srycer et al.® 


" Co. D. R., Blumgart, H. L. New Engl. J. Med. 1950, 243, 


6. Adams, R. D., Denny-Brown, D., Pearson, C. M. 
Muscle. New York, 1953. 
. Millikan, G. A. Physiol. Rev. 1939, 19, 503. 
Yuile, C. 1., Clark, W. F. J. exp. Med. 1941, 74, 187. 
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described a foetal form of myoglobin that is gradually 
replaced by adult myoglobin in the first six months of 
life ; but none of this foetal myoglobin was found in 
patients with myoglobinuria, and their myoglobin 
seemed to be of normal adult type. PRANKERD ?° 
has reported similar findings. 

All this means that myoglobin in the urine is not 
the cause of the clinical syndrome; it is only the 
visible indicator of rapid and extensive dissolution of 
striated muscle substance in the body. The cause 
remains quite unknown. Since this is a general disease 
of muscle, BowpEN et al. propose to substitute the 
name “ acute recurrent rhabdomyolysis ” for paroxys- 
mal myoglobinuria. But we suspect that the usefully 
descriptive name now in use will not be displaced, 
however incorrect; and in fact the name matters 
little so long as the general nature of the disease is 
appreciated. 


Fever, Fraud, and Failure 


In that broad strip of no-man’s-land which 
separates organic from functional disease the doctor 
looks on fever as a reliable signpost pointing towards 
the organic. That he may be deceived more often 
than he thinks is suggested by a review of 14 cases 
of factitious fever. In this article PeTERSDORF and 
BENNETT |" clearly distinguish between pyrexia pro- 
duced by purposeful trickery on the one hand, and 
“ habitual hyperthermia ” }* on the other. The fever 
in the second group (composed predominantly of 
highly strung young women) is probably caused by 
an abnormally labile thermoregulatory apparatus: it 
is not uncommonly associated with flushing, dermato- 
graphia, bouts of tachycardia, transient hypertension 
under stress, and other manifestations of vasomotor 
instability. Unlike the fever produced by deliberate 
fraud, the temperature in these patients rarely 
exceeds 100°F ; and they make no attempt to weave 
it into a more elaborate syndrome. (For this reason 
the terms “ hysterical hyperpyrexia ’’ and “ psycho- 
genic fever” are probably better abandoned.) By 
contrast, factitious fever is usually but one feature 
of a feigned major illness: in PETERSDORF and 
BENNETT’s series this varied from post-abortion 
pelvic inflammation, pulmonary tuberculosis, suppura- 
tive cholangitis, hepatitis, and rheumatic fever to 
bizarre endocrine disorders. Some of their patients 
also used, with considerable success, genuine ailments 
which they had had in the past as the basis for their 
imagined malady. 

Determining the cause of fever can be a fascinating 
exercise in clinical detection (it has proved irresistible 
to doctors since the days of HiepocraTEs) ; but it is 
becoming more time-consuming, more expensive, and 
more dangerous to the patient with every advance 
and refinement in diagnostic methods. Marshalling 
evidence to prove a fever factitious—even after the 
first doubts have been kindled—may require not only 
“much time, effort, and ingenuity’ but also 
repeated laboratory and radiological investigations, 
and, not uncommonly, major exploratory operations. 
Moreover, the empirical use of antibiotics—a recurrent 
theme in the histories of most of these cases—is 
becoming a menace to the community. PETERSDORF 


10. Prankerd, T. A. J. Brit. J. Haematol. 1956, 2, 80. 
11. Petersdorf, R. G., Bennett, I. L. jun. Ann. intern. Med. 1957, 


46, 1039. 
12. Reimann, H. A. J. Amer. med. Ass. 1936, 107, 1089. 
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and BENNETT mention clues that have occasionally 
helped them to reach the correct diagnosis. Failure 
of the temperature chart to follow the normal diurnal 
variations should arouse suspicion. Similarly, absence 
of the tachycardia that usually accompanies the 
spikes of temperature (except in the typhoid group of 
fevers) and rapid defervescence without sweating 
should raise doubts. Temperatures in the hyper- 
pyrexial range (106°F or higher) are rare in adults.' 
Unfortunately, patients who use such scientific 
weapons as temperature charts to hoodwink their 
doctor are, as a rule, familiar with the textbook 
picture of their illness : indeed, plus royaliste que le roi, 
their excessive conformity to text may plant the first 
seed of suspicion in the wary clinician’s mind. Doctors 
and nurses are especially prone to simulate fever in 
support of other factitious symptoms ; and, in what 
often becomes a battle of wits between patient and 
physician, they are formidable opponents. 

The techniques for falsifying temperatures are many. 
Holding the thermometer close to the hot-water bottle 
(or steam-pipe, light-bulb, or open flame), rubbing 
the instrument against the bedclothes, or shaking it 
in a retrograde manner are in the school-boy class : 
they are commonly used and by no means always 
easily detected. A more refined manceuvre is the 
manipulation of the thermometer between the gums 
and the tongue, which is often accomplished with 
hardly any visible contraction of the facial muscles. 
Thus strict observation, or even holding of the 
thermometer in place by nurse or doctor, may be no 
safeguard ; but if fraud is suspected, and the issue is 
still in doubt, testing the temperature of freshly 
voided urine will often settle the matter.14 What 
PETERSDORF and BENNETT describe as “a more 
sophisticated method ” is the keeping of a cache of 
thermometers set at different readings, and their 
substitution for the instruments handed out by the 
nurse: this was practised by one of their patients 
during four months of strict hospital supervision and 
investigations. .There have also been reports of 
patients injecting themselves with vaccines, toxoids, 
hormones, and pyrogens!! 1516 to produce bona-fide 
pyrexia by fraudulent means; and some have even 
used repeated self-catheterisation. 

The majority of these patients belong to that great 
polymorphous crowd who, for want of a better 
classification, are generally grouped under the term 
“psychopathic personality,’ and whose _ varied 
methods of deceiving doctors have been described 
in these columns from time to time under the heading 
of Munchausen’s syndrome. The revelation of their 
fraud fills the doctor with a profound sense of defeat. 
To these often highly gifted people the collapse of 
their make-believe illness is but a link in a seemingly 
endless chain of failures—another humiliating débacle 
to swell their resentment against a world which has 
tempted them with shining opportunities but has 
always denied them success. Vulnerable to the 
acumen of the keen-eyed physician they may be ; 
but to his guidance and persuasion their glum dis- 
content will prove impregnable. They are an unsolved 
problem not only of modern psychiatry and medicine 
but of the whole of contemporary society. 


13. Du Bois, E. F. Amer. J. med. Sci. 1949, 217, 361. 
14. MacNeal, W. J. Arch. intern. Med. 1939, 64, 800. 

15. Laws, J. W. Brit. med. J. 1951, ii, 157. 

16. Bennett, I. L. jun. J. med. Ass. Georgia, 1956, 45, 389. 
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IMPORTATION OF POLIOMYELITIS VACCINE 


Last month Dr. Agerholm! reported in our columns 
the reply which she received from the Ministry of Health 
to her inquiry whether British nationals could obtain 
a licence to import poliomyelitis vaccine from the United 
States. The Ministry’s reply ended with the assurance 
that ‘‘ consideration will be given to any requests for 
authority to import small quantities of poliomyelitis 
vaccine,” although the Ministry could not ‘* guarantee 
that this authority would be given in any particular 
case.” 

Dr. Agerholm took this guarded statement to mean 
that a licence to import the vaccine could be obtained 
provided that the necessary administrative requirements 
were fulfilled. She seems, however, to have been 
over-optimistic, for, in last week’s debate reported in 
our parliamentary columns (p. 297), Mr. J. K. Vaughan- 
Morgan categorically stated that a Board of Trade import 
licence was not available for the purchase of American 
vaccine. He defended the import of gifts of the vaccine 
on the ground that the Ministry did not wish to interfere 
with a parent’s personal decision io have his child 
vaccinated with it. The Ministry’s responsibility, in 
Mr. Vaughan-Morgan’s view, was fulfilled provided that 
the family doctor was willing to give the injection and 
that he and the parents understood that the American 
vaccine did not necessarily meet British standards of 
potency and purity. 

The wish to safeguard the parent’s right to make his 
own decision about his own child is sensible; why he 
should not be allowed to back his decision with his own 
money rather than an American friend’s generosity is 
less clear. If the American vaccine is safe enough for 
gifts of it to be allowed to enter the country, it is 
safe enough for people here to be allowed to buy it ; 
and for this purpose dollars cannot reasonably be 
withheld. The Ministry may fear that the right to buy 
the vaccine might give rise to a public outcry that 
parents with money can buy safety for their children, 
and that it would become increasingly difficult to resist 
public demand that the vaccine should be freely available 
to all who wish it. But if the Ministry and its advisers 
are sincerely convinced that the American vaccine is 
not entirely free from risk, they are right to refuse them- 
selves to supply it, and a frank and full explanation of 
their position would surely meet with the respect and 
acquiescence of sensible parents and the backing of family 
doctors. The present compromise seems either unsafe 
or unduly harsh and is in any case irrational. 


CARDIAC MASSAGE 


In the treatment of cardiac arrest the importance of 
early manual compression of the heart is now rightly 
recognised. One result is that cardiac massage may be 
done by doctors inexperienced in the technique, and 
perhaps liable in their haste to harm the heart itself. 
Several workers have drawn attention to the localised 
petechial hemorrhages that are occasionally seen in the 
epicardium at necropsy after cardiac massage,?* and 
others have reported localised rupture of the ventricle.‘ 5 
Detailed studies of the resulting structural changes 
are few. 

Adelson * has reviewed the anatomical and clinical 
data in a series of cases where the patient died either 
during or after cardiac massage. To ensure that all the 


1. Agerholm, M. Lancet, July 20, 1957, p. 150. 
2. Ruzicka, E. R., Nicholson, M. J. J. Amer. med. Ass. 1947, 


135, 622. 
3. Ehrenhaft, J. L., Morris, L. E. J. thorac. 

Surg. 1951, aa, 5§ . 
4. Horwitt, E. 8., Seldenberg, B. Ann. Surg. 1953, 137, 115. 
5. Haight, C., dicen, H. IJbid, 1955, 1 240. 
}. Adelson, L. Surg. Gynec. Obstet. 1957, 104, 513. 
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acute changes found in the heart might be attributed to 
manual compression, cases of acquired or congenital 
malformation, and of direct injury from accidental cr 
homicidal violence, were excluded. The results are 
classified in four groups—no heart damage, and slight, 
moderate, and severe damage. A few subepicardial or 
subendocardial petechie indistinguishable from those 
found in people who have died of shock or anoxia were 
accepted among the cases classified as having no heart 
damage. Multiple petechie or zones of haemorrhagic 
extravasation, often associated with small intramyo- 
cardial hemorrhages, represented slight damage ; exten- 
sive hemorrhagic extravasation in any area was classified 
as moderate damage ; and gross lacerations of the heart, 
such as perforation of a ventricle, constituted major 
damage. 

Severe damage to the heart was found in only 6 of the 
60 cases reviewed. In 4 of these there was evidence of 
pre-existing heart-disease, such as an old infarct. In 40 
cases the heart was apparently normal before arrest; yet 
only 16 of the whole series could be classified as having 
no damage following massage. This indictment is some- 
what softened by the fact that 7 patients with moderate 
damage survived the period a massage for several 
hours. Moreover, in a further 7 patients effective cardiac 
action returned after massage of varying duration—105 
minutes in 1 case—and at necropsy no evidence of 
cardiac damage was found. 

The wide range of pathological changes in this series 
of cases seems to be more closely related to the way in 
which treatment was performed than to its duration. 
The hearts were massaged by doctors with differing 
grades of experience ; and it seems that lack of care and 
skill are the most important factors responsible for 
damage to the heart. 


NEOMYCIN AND PROTEIN IN HEPATIC COMA 


WE have lately reviewed ! the accumulating evidence 
that ammonia intoxication is a cause of the neuro- 
psychiatric syndrome culminating in hepatic coma. 
Ammonia is derived largely from nitrogenous constitu- 
ents of the diet by bacterial and non-bacterial enzyme 
activity,” and may reach the peripheral circulation either 
because metabolism is impaired by disease of the liver, 
or because it passes through portal-systemic collateral 
vessels,’ or both. Thus the rational treatment of hepatic 
coma became the withdrawal of protein and other nitro- 
genous material from the diet, the administration of 
broad-spectrum antibiotics by mouth, and the use of 
enemas and purges. In practice this treatment,® 
designed to prevent ammonia formation, compared 
favourably with drug treatment directed at the removal 
of ammonia already in the circulation.* But the con- 
tribution of each part of the régime remains uncertain, 
and there are drawbacks, notably the nutritional defici- 
encies of a diet devoid of protein and the hazards of 
broad-spectrum antibiotics. 

Reduction of protein intake alone will often restore 
normal cerebral function, and reverse electro-encephalo- 
graphic changes, in patients with chronic or recurrent 
‘** hepatic coma.” 7 Conversely, high-protein feeding may 
precipitate coma in patients with liver disease,* and 
blood-ammonia levels in spontaneous coma are roughly 
proportional to the amount of nitrogenous material in 
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the intestines.°® “The relative significance of the various 
organisms in ammonia production in the human intestine 
remains uncertain, and the best antibiotic to use is there- 
fore undetermined. The fecal flora in patients in hepatic 
coma is normal,!® but the distribution of bacteria in the 
intestines is altered, and organisms (particularly coliforms 
and Streptococcus faecalis) often extend well up the small 
intestine." Initially the use of aureomycin (chlortetra- 
cycline) in hepatic coma was based on the possibility of 
improving liver function by suppression of gut flora or 
by the direct metabolic effect observed in experimental 
animals. 13 The drug was later given extensively with 
the object of inhibiting the formation of ammonia and 
other toxic metabolites in the intestines.4-*1° While 
demonstrating its therapeutic efficiency, these studies 
failed to show any convincing depression of fecal flora 
or blood-ammonia levels. Moreover, aureomycin causes 
a negative nitrogen balance,44 which is undesirable in 
conjunction with a protein-free diet, and particularly 
unwelcome when coma complicates liver disease associated 
with malnutrition. 

Recent results with neomycin?® suggest that this 
antibiotic should be substituted for aureomycin in the 
treatment of hepatic coma. In doses of 8-12 g. daily, 
neomycin reduces blood-ammonia levels to normal, with 
coincident clinical improvement, within two to four days. 
The drug had no adverse effect on nitrogen balance, and, 
moreover, it was effective even with protein intakes of 
10-90 g. daily. Within thirty-six hours, stool cultures 
became sterile, or yielded only yeasts, and sampling from 
abdominal collateral veirts confirmed that the fall in 
blood-ammonia followed a reduction in the ammonia 
content of the portal blood. Later work in this 
country '* 17 has shown that neomycin can restore normal 
consciousness, E.E.G. patterns, and blood-ammonia levels 
in patients in hepatic coma, and that it can be given for 
long periods if necessary. But the therapeutic effect of 
neomycin was not closely related to its action on the 
fecal flora, from which ammonia-forming organisms were 
often isolated during treatment, and it was suggested that 
the drug might still be effective in doses of 6 g. daily or 
less.17 The possible complications of neomycin, especially 
when given for long periods, must be considered, and its 
high cost is another disadvantage. Finally, it has not 
been excluded that the effect of neomycin and other 
antibiotics in hepatic coma may in part result from their 
purgative action. Constipation has induced coma in 
susceptible subjects with liver disease on a constant 
protein intake, and an enema has led to rapid recovery.® 17 

Neomycin, therefore, seems the most effective anti- 
biotic in hepatic coma, but the extent to which the 
accompanying measures can be modified is not yet clear. 
In addition to the specific treatment of any cause that 
can be identified for the neurological disorder, a basic 
régime of protein withdrawal and enemas is often effective 
when given early. Neomycin should be added temporarily 
if the patient is unconscious, and it is still wise to await 
improvement before cautious increases of protein (10—20 g. 
at a time) are allowed. Only when nutritional deficiency 
seems all-important as a cause of the liver failure and 
coma would it be reasonable to take advantage of the 
increased protein tolerance conferred by neomycin and 
give protein to patients in acute hepatic coma. 

9. Summerskill, W. H. J., Wolfe, S. J., Davidson, Cc. 8s. J. clin. 
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RECURRENT APHTHOUS STOMATITIS 


A MINOR but troublesome condition that plagues the 
patient and humbles the doctor is recurrent aphthous 
stomatitis. The diversity of views on its xtiology and 
treatment suggests that perhaps it may be only the end- 
result of different disturbances of the normal nutrition 
of the mucous membrane. 

Sircus et al.? studied its prevalence in a consecutive 
series of 1000 patients attending the medical and surgical 
clinics of the Royal Infirmary, Sheffield, a further 587 
attending the Western General Hospital, Edinburgh, and 
151 consecutive patients attending the surgery of a 
general practitioner—1738 patients in all. 1 patient in 5 
(1 in 4 women and 1 in 6 men) were found to have 
recurrent aphthous ulceration ; but the prevalence in the 
small group in general practice was 1 in 10, and this is 
probably nearer the prevalence in the general population. 
A more detailed study was made of 80 women and 40 men 
who had been referred specifically on account of this 
disorder. The condition was relatively rare in men over 
50, and in over half the patients it had begun between 
the ages of 10 and 30. Attacks recurred with rhythmic 
periodicity in 40% of the women, crops of ulcers develop- 
ing at intervals of less than eight weeks and usually less 
a month, while 45% of the men had attacks of rather 
longer intervals three to four times a year. 65-70% of 
this selected group had had the trouble for one to fourteen 
years, and 30% for fifteen to forty years. A high 
familial prevalence (45-8%) was found; but, though 
this was striking, Sircus et al. did not consider it to be 
more than a minor factor when viewed against the high 
incidence of the disorder in the population. They were, 
on the other hand, impressed by the réle of a preceding 
period of mental stress, which precipitated the disorder 
in 21%, and they regard mental distress and psychological 
disturbance as the major aggravating or precipitating 
mechanism, though not the cause. 

Recurrent aphthous ulceration is commonly supposed 
to be due to a virus. Sircus et al. compared their patients 
with 92 patients with recurrent herpes simplex. The age- 
distribution and age of onset was lower in herpes, and 
in over half of the herpes cases the duration was less 
than four years and in none more than nine years. Using 
mouse-brain antigen,” Sircus et al. found that evidence 
of herpes infection was clearly absent in aphthous 
stomatitis but always present in recurrent herpes. In 
5 patients scrapings of the ulcer, saliva, and feces failed 
to grow any, virus on chick-egg membrane. In a series 
of blind trials on 50 patients in whom the ulcers were 
either continuous or recurred at least monthly, folic acid, 
nicotinamide, riboflavine, vitamins of the B complex in 
a single compound, cortisone, and ethisterone were found 
to have no significant effect. The subgroups, however, 
were small and did not allow for any great variation in 
dosage, nor for differing response according to possibly 
differing wtiology. The only remedy that was possibly 
of some value was aureomycin applied locally. In view 
of the negative culture findings, aureomycin can hardly 
be effective by virtue of an antibacterial or antiviral effect. 

In 14 patients a metabolic factor was carefully sought ; 
but no abnormality was found on gastroscopy or sig- 
moidoscopy, in the gastric contents, or in uropepsinogen 
excretion, and in only 1 patient was moderate steator- 
thea discovered. Sprouw is a Dutch word for aphthous 
stomatitis, which was the symptom that first caught the 
interest of those investigating sprue.** In more recent 
times it has been realised the stomatitis is common in 
idiopathic steatorrhea, sometimes preceding more evident 

symptoms by many years, and it may be associated with 


Sircus, W., Church, R., Kelleher, J.. Quart. J. Med. 1957, 26, 235. 
Balducci, D. ., Stuart- Harris, Cc. H., Tyrrell, D. J. Arch. 
Virusforsch, 1956 
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3. Van den Burg, C. L.  Indische Spruw (Aphthe Tropical). 
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4. Manson, P. Notes on Sprue ; ‘China Imperial Maritime Medical 
Reports, 19th issue, 1880. 
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occult steatorrheea. It seems likely that such stomatitis, 
which simulates in every way the condition described by 
Sircus et al., is due to a metabolic disorder; and it,is 
improved in differing degrees by folic acid, nicotinamide, 
cyanocobalamin, or a gluten-free diet. It is difficult to 
understand the comparative failure of therapy in the 
cases reported by Sircus et al. unless their underlying 
cause is different. 

Reflecting on their findings, and on the response of 
oral ulceration in Behget’s syndrome to cortisone or 
corticotrophin,® Sireus et al. conclude that there may be 
important endocrine factors in the resistance of the 
mucous membrane, accounting for the greater prevalence 
and speedier periodicity in women, the remissions during 
pregnancy, and the frequency of onset during men- 
struation. 


PREVENTING TUBERCULOSIS 

THosE who have watched the changes in tuberculosis 
during the past ten years may wonder whether a new 
textbook of tuberculosis lately published * will be the 
last of the line. In this admirable book, nearly twice 
as much space is given to the demography and prevention 
of tuberculosis and to chest-clinic practice as to the 
clinical aspects of the respiratory form of the disease. 
According to Prof. F. R. G. Heaf, its editor, “* the general 
impression is that since the National Health Service 
Act has been in operation, prevention of tuberculosis 
has not had sufficient attention.’’ Many will agree that 
too little is done to prevent the disease ; but it seems 
doubtful whether preventive measures are less efficiently 
applied now than in 1948, and, if they are, whether the 
deterioration can be attributed to the Act. 

It has often been said that the division of responsi- 
bility that the Act introduced has, by separating the 
therapeutic and preventive branches, impaired the 
efficiency of both. In the new book’s section on preven- 
tion Dr. J. E. Geddes says ‘‘the schism created or 
perpetuated . . . by the Act must be a source of weakness 
and its correction a matter of importance.’’ But schemes 
that are administratively untidy are not necessarily 
inefficient ; and though the position may change later, 
there is no satisfactory evidence that the present 
administrative structure is harmful. On the other hand, 
many attractive improvements in preventive measures 
have been suggested: a less timid central approach to 
B.C.G. vaccination and greater local freedom to use it 
as the particular circumstances require ; revision of the 
methods of using mass radiography; compulsory 
examination of selected groups ; extension of the schemes 
for finding unknown cases among industrial contacts ; 
greater use of routine tuberculin testing; and more 
efficient antibacterial treatment. Existing measures 
could also be more efficiently applied. It would be 
interesting to know, for instance, how the extent of 
contact examination and B.C.G. vaccination varies 
throughout the country, and whether, if some areas appear 
less efficient than others, the causes are being investigated 
and remedies applied. 

Tuberculosis, it is to be hoped, will continue to decline 
until it becomes a rarity in this country. For the past 
ten years the chest-clinic service has been evolving 
from the system of tuberculosis dispensaries (conceived 
and initiated by Sir Robert Philip seventy years ago) 
into a diagnostic and therapeutic service for all diseases 
of the chest. It has been suggested that as tuberculosis 
declines the resources of the clinics in well-trained 
specialists, health visitors, and almoners could profitably 
be used to prevent and treat the other two major chest 
diseases—lung cancer and chronic bronchitis. Last 
year 7 we expressed doubts about this plan, and we still 
see a need for careful thought before it is adopted. 
5. Phillips, D. L., Scott, J. S. Lancet, 1955, i, 366. 

6. Symposium of Tuberculosis. Edited by F. R. G. Hear, David 
‘Davies professor of tuberculosis, Welsh National School of 
Medicine, Cardiff. London: Cassell. 1957. Pp. 755. £5 5s, 

7. Lancet, 1956, i, 272. 
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Deaths from lung cancer increase, but hospitals and 
their thoracic departments will almost certainly be 
able to cope with its diagnosis and treatment. Much 
lung cancer is preventable ; but the necessary preventive 
measures are very different from those applicable to 
infectious diseases. They would include education, 
propaganda, and conceivably fiscal action to alter smok- 
ing habits, and further research into the mechanism 
of action of tobacco smoke and the identification and 
elimination of factors giving urban life its higher risk. 
Chronic bronchitis presents similar though less well- 
defined problems. In its present position, therefore, the 
chest clinic seems poorly equipped to undertake a 
preventive campaign against these two diseases. 

Tuberculosis cannct be finally eradicated, and the 
population kept free from infection, without continued 
application of efficient preventive measures by those 
trained and skilled in their use; and this is the proper 
function of the specialists in preventive medicine. 
The present administrative arrangements may be 
adequate for the time being, but it seems inevitable 
that at some stage the work of preventing tuberculosis 
will have to be done by the public-health authorities, 
who already bear the responsibility for seeing that it 
is done. Prevention might then be organised on a regional 
basis with the executive bodies closely linked to university 
departments of preventive medicine. It may be many 
years before such a situation arises ; but it seems prudent 
to foresee it now and to plan a tuberculosis service in which 
the preventive value of chest clinics is not forgotten. 


SMOKING AND BODY-WEIGHT 


Ir is widely believed that people who give up smoking 
put on weight ; but there is no conclusive evidence that 
this is so, and a report of a systematic investigation by 
Brozek and Keys ' is therefore welcome. Approximately 
300 ‘‘ normal” business and professional men were being 
examined yearly as part of some research on ageing, so 
it was possible to obtain an ‘ experimental” group of 
men who had voluntarily stopped smoking cigarettes and 
whose weights were known for two years before and two 
years after the year in which they had stopped. A control 
group was obtained by matching these men with men 
who had not stopped smoking for age, relative body- 
weight (actual weight expressed as a percentage of 
‘* standard ” weight for sex, age, and height), and actual 
body-weight at the beginning of the first year of the five- 
year period. There was no statistical difference at the 
outset between the groups in respect of these criteria, 
and the intensity and total duration of smoking were 
similar. Both groups consisted of ‘‘ normal” men, and 
those who gave up smoking did so voluntarily, not 
because of the onset of disease or on medical advice. 
When the average weights for the fourth and fifth years 
were compared with the average weights for the first two 
years it was found that there was a small (1-1 Ib.), 
statistically non-significant fall in the control group, and 
a substantial (8-2 lb.), statistically highly significant rise 
in the group which had stopped smoking. Brozek and 
Keys do not offer a firm explanation of this phenomenon, 
but point out that experiments demonstrating inhibition 
of hunger contractions by smoking? and increased 
tobacco consumption by people on a reduced diet * suggest 
that smoking tends to depress the appetite for food. It 
is also possible that some psychogenic smokers become 
psychogenic eaters instead. 


Dr. A. Feraus Hewat, consulting physician to the 
Edinburgh Royal Infirmary, and a past president of the 
Royal College of Physicians of Edinburgh, died on 
Aug. 3 at the age of 73. 


1. Brozek, J., Keys, A. 
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2. Batterman, R. L. n The Biological Effects of Tobac 

by E. L. Wynder. Boston, 1955; p. 140. meee, See 
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ORGANIC FERTILISERS AS A SOURCE 
OF SALMONELLA INFECTION 
J. H. C. WALKER 


M.B. Dubl., D.P.H. 
DIRECTOR, PUBLIC HEALTH LABORATORY SERVICE, MAIDSTONE 


IN many salmonella outbreaks in man, animals, and 
birds the source of infection remains a mystery; but 
fresh possibilities are apparent from an investigation into 
the bacterial flora of fertilisers of animal origin. The 
results so far, though limited in number, seem important 
enough to justify a preliminary report. 

Fertilisers derived from human and animal sources are 
widely advertised and recommended by experts, and 
are consequently used on a large scale in agriculture and 
horticulture. Practically all farmlands are treated with 
one or more of these products, and few gardens escape 
their use, during both the preparation of the soil and the 
growing season. 

Fertilisers of human origin are mainly the product of 
sewage-works, cesspits, septic tanks, and the like, whilst 
those of animal origin are made from such remains as 
bone, horn, ‘‘ meat,”” hoof, and blood. Whale residue 
and fish are also used. 

Sludge from septic tanks and cesspits is usually spread 
on the land in the crude state. That from sewage-works 
is usually processed, but some is used untreated. It is 
well known that sewage and sludge may contain patho- 
gens, especially salmonellx, but, although the land is 
widely contaminated with these materials, direct infection 
of human beings is seldom traced to them: Infected 
animals and vegetables may cause indirect infection. 
Many sewage-works have plants for processing sludge, 
and it was through the examination of the products of 
one such works that the idea of this investigation 
originated. 

Fertilisers of animal origin sold in this country come 
from several sources. Some are made in glue factories ; 
others are made in factories specialising in the manu- 
facture of fertilisers alone ; and some are imported from 
abroad in the finished state. The raw material may be 
** home-grown ” or imported. Imported material is said 
to come from all over the world, but mainly from Africa, 
Asia, and South America. 
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During the conversion to fertiliser, the raw material is 
usually exposed to some form of heat treatment, but the 
temperature probably varies according to the method 
employed. During glue-making, it may also be treated 
with solvents. 


SOURCE AND COLLECTION OF SAMPLES 


The samples of dried sludge were taken at the works, 
but all the remaining samples were collected in 13 
sanitary areas in the county of Kent through the codpera- 
tion of medical officers of health and of health inspectors. 
They were purchased over the counter from a total of 46 
retail shops. Some of these also had a wholesale depart- 
ment, but so far as could be ascertained, besides these 
wholesalers/retailers, 10 other wholesale firms handled the 
supplies. 

It has been extremely difficult to find out how many 
manufacturers produced the materials sampled ;. but 
from the information obtained from retailers and some 
wholesalers, and from the labels on prepacked goods, it 
seems that at least 16 ‘‘ manufacturers” were involved. 
The term manufacturer is used loosely to include the 
primary packer; for some firms are only blenders and 
obtain their supplies from a variety of factories in this 
country and abroad. Almost all the manufacturers and 
most of the wholesalers were outside Kent. 

None of the retailers sold fertilisers alone. Samples 
were purchased in chemist’s shops and general and village 
stores, and from seedsmen and produce merchants. In 
one store the assistant handling an infected fertiliser 
also served loose biscuits ! 


METHOD OF EXAMINING SAMPLES 


10 g. of each specimen was used to make a 20% solution or 
suspension in quarter-strength Ringer solution in a screw-cap 
jar. This was shaken in a mechanical shaker for about ten 
minutes, and then incubated for one and a half to two hours 
at 37°C. After this, an equal quantity of double-strength 
selenite F was added, making a final dilution of 10%. Incuba- 
tion was continued for forty-eight hours. 

Subcultures were made on to Wilson and Blair (WB) 
bismuth sulphite plates and deoxycholate (DC) plates after 
twenty-four hours and on to WB plates again at the end of 
forty-eight hours. The plates were incubated at 37°C. WB 
plates were examined after twenty-four and forty-eight hours, 
DC plates afteretwenty-four hours only. y 

Suspicious colonies were identified by serological and 
biochemical methods, so far as it was possible in this 
laboratory ; but confirmation of all our findings and 
final identification of the more uncommon organisms was 


TABLE [—-RESULTS OF EXAMINATION OF FERTILISERS FOR SALMONELLZ 


No. of No. of 
























































Product samples samples Types of salmonelle isolated 
examined positive . 

Bone meal es ie 40 28 (70%) anatum (6) ; j havana Q) i A. saint-paul 
ardwick infantis san diego 
bere lexington senftenberg (5) 
blockley meleagridis (3) shangani 
bovis-morbificans muenchen taksony (4) 
bredeney minnesota typhimurium (2) 
cubana montevideo (3) weltevreden 
frintrop oranienburg (3) westhampton 
give paratyphi B. (2) unidentified 

(a) phage-type Worksop unidentified 
(b) untypable 

Dried sludge .. ‘a 22 12 (54%) fresno new-brunswick (4) taksony (8) 
give senftenberg (7) thompson (2) 

Hoof and horn ca 18 6 (33%) anatum newport wichita 
give (2) weltevreden 

Dried blood .. te 20 3 (15%) give reading (2) senftenberg 

Bone and meat 5 a 6 1 senftenberg ~ taksony — Canine 

Bone-flour .. Le 1 0 ia pee EME os IR Pe Come -- 

Blood-meal .. et 1 0 

Fish, blood, and bone 1 0 

Meat-meal wil ws 1 0 

Fish-meal - . 10 0 


The figures in parentheses indicate the number of samples from which the organisms were isolated. 
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TABLE II—SAMPLES YIELDING MORE THAN 1 TYPE OF 
SALMONELLA 


Product 


Sample Salmone lla ty pes 


bredeney, give, mele agridis, paratyphi B 
(phage-type Worksop) 

montevideo, oranienburg, senftenberg 

bere, montevideo, senftenberg 

cubana, senftenberg, taksony 


Bone- meal A 


— oO 
wa 





E havana, muenchen, typhimurium 
F bovis-morbificans, infantis 
G meleagridis, oranienburg 
H ardwick, frintrop 
I anatum, taksony 
J anatum, taksony 
K paratyphi B, san diego 
L oranie nbure, lexington — 
Bone and 
meat .. A senftenberg, taksony 
Hoof and 
horn .. A give, senftenberg 
Dried A new- -brunswic k, se nften! nberg, taksony 
sludge B new-brunswick, senftenberg, taksony 
Cc new-brunswick, senftenberg, taksony 
D senftenberg, taksony, thompson 
E new-brunswick, thompson 
F fresno, taksony 
G give, taksony 


carried out at the Salmonella Reference Laboratory at 
the Central Public Health Laboratory at Colindale. 


FINDINGS 


To date 123 samples have been examined, and 50 
(40%) contained salmonella. Bone-meal was the most 
heavily contaminated, 28 out of 40 (70%) specimens 
being positive. 

34 different types of salmonelle have been identified, 
almost all of which have been associated with infection 
in man, animals, or poultry in this country (table 1). 

21 samples yielded more than one type (table 11). 1 of 
these was a prepacked bone-meal which contained Salm. 
havana, Salm. muenchen, and Salm. typhimurium. 

Anthrax bacillus has been isolated from 1 out of 25 samples 
of bone-meal and from 1 out of 2 samples of hoof and horn, 
but not from 2 dried bloods and 1 meat and bone. 

30 samples, positive for salmonelle, were also examined 
for Bacillus anthracis by Dr. A. J. H. Tomlinson. 2 samples 
(1 bone-meal and 1 hoof and horn), were found to be positive. 


DISCUSSION 


Salmonella infection in man and animals in this 
country is relatively common and grows commoner every 
year. Often the source of infection remains untraced, 
and the findings reported here suggest that some of these 
may be due either to direct contact with organic fertilisers 
or through the medium of vegetables or animals that 
have become infected from their use. 

The three types most often isolated from the fertilisers, 
Salm. senftenberg, taksony, and anatum, are high on the 
list of salmonelle isolated from human cases, and 
practically all the other types have been reported from 
man and animals within the past few years. 

It is evident that, when outbreaks have been investi- 
gated, organic fertilisers have not been considered as a 
possible source of salmonelle, for a search of the literature 
has yielded only one reference bearing on the subject. 
Richter (1956) reported the isolation of various types of 
salmonellz from the products of a bone-meal factory 
and three incidents possibly associated with workers 
from the factory. 

Of the ‘‘ organics’? which we have examined, bone- 
meal is the most heavily contaminated, with 70% of the 
samples positive. Bone-meal is used much more widely 
than any of the other products, either alone, or mixed 
with chemicals, dried sludge, &c., in compound fertilisers. 
Bone-meal is also incorporated in many feeding-stuffs 
for animals, and is thus probably responsible for some 
of the outbreaks of salmonella infection in animals; for 
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example, Salm. infantis, one of the organisms isolated 
by us from bone-meal, has been reported in turkey poults 
(Gordon and Tucker 1957); and McCoy (1957) has 
isolated Salm. derby and Salm. kentucky from a sample 
of turkey starter-meal. Cook et al. (1957) also found 
salmonellze in 14 out of 54 samples of fish-meal, testing 
larger quantities than were used in the present work. 

If it is confirmed that bone-meal or any of the other 
organic fertilisers is a source of salmonella infection in 
animals or man, their use may also be responsible for the 
spread of other bacterial, and possibly virus, diseases. 

Cases of anthrax in man have already been reported 
as probably due to infection from bones or bone-meal by 
Jamieson and Green (1955). 


SUMMARY 


123 samples of organic fertilisers, purchased mainly in 
retail shops, have been examined. 50 (40%) of the 
samples were positive for salmonella. Bone-meal was 
the most heavily contaminated (70% of specimens). 
34 different types of salmonelle were isolated, 28 of them 
from bone-meal. 

Organic fertilisers may be a source of some of the 
unexplained salmonella outbreaks in man gnd animals. 
Moreover, since much of the raw material and some of the 
finished products (e.g., bone-meal) are imported from 
abroad, their use may also be responsible for the intro- 
duction into this country, and the spread among animals, 
of other diseases. 

I wish to acknowledge the assistance of Dr. Joan Taylor 
who helped with the identification of the salmonelle, Dr. 
G. T. Cook, Dr. Betty Hobbs, and Dr. J. McCoy for per- 
mission to quote their work, and Dr. A. J. H. Tomlinson, who 
examined the samples for anthrax. I must also thank the 
medical officers of health and health inspectors who helped 
to provide information and samples. 
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Immunisation: New Recommendations 


In view of the report of the Medical Research Council’s 
committee on inoculation procedures and neurological 
lesions,' the Central and Scottish Health Services Councils 


- advised the Minister of Health and the Secretary of State 


for Scotland that antigens free of alum should be recom- 
mended ; that antigens should be used separately where 
possible ; and that antigens free of alum might be used 
throughout the year, at the discretion of the medical 
officer of health. Circulars in the following terms have 
been issued to local health authorities in Great Britain ?*: 

1. Alum-containing diphtheria toxoids will no longer be 
supplied ; formol toxoid. (F.T.) and toxin-antitoxin floccules 
(v.4.F.) will be continued. The recommended course is two 
1 ml. injections of ¥.r. not less than four weeks apart, at 
8-9 months of age. Reinforcing doses should be reduced to 
0-5 ml. at 10 years and 0-25 ml. at 15 years; 1.a.F. (1 ml.) 
is recommended for reinforcement in children who were 
immunised with alum-containing toxoid or combined diph- 
theria-pertussis vaccine. 

2. Immunisation with plain pertussis vaccine should be 
offered before the child is 3 months of age. 

3. If local authorities wish to use combined antigens, they 
should take note of the local prevalence of poliomyelitis. No 
advice is given on the use of tetanus antigens in combination. 


It is hoped that the increased number of injections 
resulting from the abandonment of combined antigens 
will not lower the acceptance-rate for immunisation. 


1. Lancet, 1956, ii, 1223. 


2. Ministry of Health circular 8/57. 
Scotland circular 51/1957. 
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Combined Poliomyelitis and Coxsackie Outbreak 


In Manchester in 1956, 321 patients were diagnosed 
clinically by hospital staff as having poliomyelitis ; 
93 cases were paralytic. In his annual report, Dr. C. 
Metcalfe Brown, the medical officer of health, says that 
the previous highest figures for Manchester were 123 cases 
(90 paralytic) in 1947. Last year feces from 68 non- 
paralytic cases were examined for viruses ; poliomyelitis 
virus type 1 was found in 9, Coxsackie virus in 24, and 
no virus in 35. There was more than 1 case in twenty 
households, including three households with 3 cases each. 
No route of spread of the disease could be found. The 
disease tended to be more severe in adults, and of the 
8 deaths 7 were in adults. 


Infectious Diseases in England and Wales 


Week ended July 





Disease 
6 + 13 20 27° 

Diphtheria ia a ea ae 3 3 2 3 
Dysentery vs a ee bis 462 465 480 353 
Encephalitis : 

Infective ee 7 ‘ he 2 2 4 1 

Post-infective os iad a4 5 2 3 2 
Food-poisoning és ix 327 418 372 501 
Measles, excluding rubella .. -- 15,510 13,432 12,796 11,623 
Meningococcal infection de 23 16 16 18 
Ophthalmia neonatorum a” 42 20 21 27 
Paratyphoid fever oie ye 3 4 5 4 
Pneumonia, primary or influenzal .. 266 197 156 172 
Poliomy elitis : 

Paralytic ee ou re bs 68 68 105 137 

Non-paralytic ae is = 65 65 84 123 
Puerperal pyrexia eg i po 201 215 220 202 
Scarlet fever .. a “s +% 400 414 44 564 
Smallpox oe oe ‘ed a 1 1 e 
Tuberculosis : 

Respiratory . ° os és 550 553 596 661 

Meninges and ©.N.8. oa - 5 12 10 8 

Other oe sie més 55 86 . 85 78 
Typhoid fever . on es gia 2 2 5 1 
Whooping- -cough =e 42 e 1631 | 1663 | 1578 1445 


* Not including late returns. 
The Widdicombe File 


XXXIX. A NEW DISEASE ? 
My DEAR WHIDDON, 


You told me the other day that you enjoy such his- 
torical conundrums as the identity of the Man in the 
Iron Mask. Here are a few clues for another such which 
may amuse you: 

** Who begat Polyphemus, 

Who begat Cacus, 

Who begat Etion, the first man who ever had the pox .. 

(Gargantua and Pantagruel, Book 11: trans. URQUHART). 


Francois Rabelais (M.D. Montpellier) is not an infallible 
authority in matters of detail, but the melancholy noto- 
riety of Etion appears to me profoundly interesting. If 
not he, someone else must have been the unlucky one. It 
is true that Metchnikoff and Roux showed that artificial 
infection of the great apes produced a disease much like 
syphilis in man, and it may be that we owe this curse to 
some simian ancestor of unspeakable habits. But until 
someone demonstrates the natural disease in apes, and 
for the purpose of this argument, I prefer to believe 
Rabelais, always allowing that he may have mistaken 
the patient’s name. 


As you know well, there are two schools of thought on 
the origin of syphilis. 


According to the first, Etion was some poor deckhand 
from Columbus’s Santa Maria who sought to forget the 
hardships and terrors of that awful voyage beneath the 
palm-trees of Hispaniola. His bundle of comfort suffered 
from yaws, a disease then as now outside the native 
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experience of Europeans (and perhaps you can explain 
to me why yaws is still confined to the tropics). Her 
Treponema pertenue, admitted to an environment free 
of hostile antibodies, changed its name to Treponema 
pallidum and ran riot. Later authorities have quoted the 
measles virus in Fiji and the rabbit in Australia as elegant 
parallels. It was a whole generation before European 
antibodies overtook the parasite and reduced the painful 
and lethal syphilis of 1494 to the insidious disease of our 
textbooks. 

All in all it is an attractive thesis. The dates are right : 
the analogies are suggestive: the change in the natural 
history of the disease is credible on prima-facie grounds. 
I think the principal reason for my disbelief is that the 
whole story is too good to be true. Yaws laps the world 
between Cancer and Capricorn. If 7. pertenue waxed fat 
in Etion in Hispaniola why did it not do the same in his 
Portuguese namesake in West Africa? I cannot believe 
that the habits of the ‘‘ coasters’’ have changed much. 
Besides there is ample evidence that when syphilis was 
introduced or reintroduced into the Americas by the 
conquistadores it was not the least damaging of their 
importations. Finally, it passes my belief that a disease 
with an incubation period of 14 days or more, introduced 
by a few mariners in 1493, could have become a major 
epidemic within 18 months. There were limits to the 
stamina of the brutal and licentious soldiery even in those 
carefree days. 


It is less easy to crystallise the views of those savants 
who will not give America the credit for this disease. They 
admit that in the years after 1493 syphilis in a most 
virulent form spread rapidly from Naples to Aberdeen. 
No-one had seen the like of it before—and I was told the 
same thing about the influenza epidemic of 1918, although 
there had been another pandemic as recently as 1890. 
Was the great epidemic of the morbus gallicus no more 
than an exacerbation of a far older endemic ? Fifteenth- 
century doctors identified diseases by criteria which are 
strange to us. Leprosy and chancres and such words, 
which we have learnt to associate specifically with a 
causative parasite, meant something quite clear to them 
but now beyond exact definition and not of necessity 
what we mean. For this reason the arguments based upon 
early medical lfterature must rest on a good deal of guess- 
work. The debates of the osteopathologists about the 
scars on bones found in primitive burials suggest but do 
not convince. 

I think it is curious that, if the disease was newly 
come from the West Indies, its venereal origin was 
noticed so soon. (Non-venereal transmission was not rare 
at this time: cf. bejel and that strange plague of the 
Scots, the sibbens.) A 6-week incubation period was 
long enough to conceal the infectious nature of catarrhal 
jaundice, and I have read somewhere of aborigines so 
innocent that they see no connection with copulation and 
pregnancy. And yet almost the first references to syphilis 
in the post-Columbian decade express no polite doubts 
about its origin, and advise measures of control on this 
assumption—including the expulsion of an infected Fellow 
from Merton. Old man Rabelais was born before the 
return of Columbus, and to him pox was no innovation 
but a curse of mankind since Etion (who was the grand- 
son of Polyphemus). Lastly, if Hirsch is right (and he 
usually is), syphilis of uncommon severity has appeared in 
epidemic form from time to time since those exciting days. 


On the whole I subscribe to the second school of sur- 
mise. The shepherd Syphilis was a naturalised European 
long before Columbus. The ‘‘ french pokkis ’’ was either 
yaws newly introduced from the Americas, and soon to 
disappear, or (more probably) a change for the worse in 
a disease long resident. I suspect that Etion’s place in 


history is due to a bacterial mutation in very dark and 
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distant a ages. He (or wesheue Mrs. E.) henbounel a race 
of saprophytic spirochetes who lived quietly upon 
epithelial debris. (Every orifice of the body teems with 
these organisms.) Chance ordained that this prototre- 
ponema bred progeny better fitted for life within the body 
than on the mucous surfaces. The pity of it, for Etion 
and all mankind, was that the reaction of the body to this 
invasion was so violent. I admit that I have never seen 
an innocent spirochsete which looks much like 7. pallidum, 
but I have not paid much attention to them. No-one, 
after all, has seen Pithecanthropus erectus for a long time, 
but people draw pictures of him. 


Can mutation change the habits and virulence of bac- 
teria sufficiently to cause a new disease or to modify an 
old one? I am not sure. To produce mutations which 
differ from their parents in colonial form or biochemical 
behaviour is one of the favourite parlour tricks among 
bacteriologists. Since some or all of these habits depend 
upon the intrinsic enzymes of the bacterial cell, and since 
the power to invade the tissues also seems to depend on 
enzymes, it is a fair guess that mutations in virulence 
can occur. Besides, if they cannot, many of the most 
favoured theories of the epidemiologists are lost without 
trace. I admit that experimental evidence for changes in 
virulence in bacteria is a bit shaky, but until you have 
tackled the problem you have no idea of the practical 
difficulties. On the whole I would say that the evidence 
in favour of the theory would convince a bacteriologist 
but not a theologian. 

Perhaps Venus was ascendant in Aries when another 
mutation about 1493 gave rise to the morbus gallicus. In 
the light of modern ignorance such a change in virulence 
is the best explanation for such epidemics as this and the 
Spanish influenza of 1918. Changes in some other 
epidemic diseases seem beyond reasonable doubt to be 
due to changes in the host or its environment. Epidemic 
malaria usually follows some natural phenomenon which 
increases the number of mosquitoes. Epidemic typhus 
might be due to a change in the virulence of the rickettsia, 
but it has seldom been seen except as a concomitant of 
war, hunger, and migration. What converts plague and 
cholera, the minor nuisances of the bazaar, into raging 
pestilences is one of the questions which modern medicine 
has not yet answered. 

I see no reason why mutations towards benignity should 
not happen. This may explain why scarlatina no longer 
decimates the young. It might modify our self-esteem 
when we talk of ‘‘ the conquest of diphtheria.’’ It is 
conceivable that mutation in the parasite might abolish 
a disease altogether. Where, if anywhere, are the English 
sweats ? Perhaps they masquerade under the name of 
** infection with an adenovirus.’’ The changing pattern 
of disease is not all our doing, nor is the change all in one 
direction. Accurate observation and intelligent imagina- 
tion put rickettsial pox in the textbooks quite recently. 
Is this a disease not recognised before?’ Or have the 
rickettsi# only recently learnt to spread from mouse to 
man? Or is it really a new disease, the first venture in 
parasitism by an organism which had previously kept 
itself to itself ? I do not imagine that these were exactly 
the questions which Etion’s doctor asked himself when 
he saw the first Hunterian chancre, but his problem 
remains ours. A ‘‘new’”’ disease may be so for three 
reasons. Our wits may have been so dim that we have not 
spotted it before. It may be local to some part of the 
world of which we know little. Orit may arise from some 
new freak in the changing pattern of life on this planet. 

The best conundrums have no answer. 

Yours very sincerely, 
Harry HAwKE. 

PS. Have Etion and the Man in the Iron Mask 
anything in common? They were both, I am sure, very 
uncomfortable. 


Occasional Survey 


ANTIBACTERIAL TREATMENT OF 
PRIMARY TUBERCULOSIS 


Tue behaviour of primary infection with tuberculosis 
varies according to age. In infancy, meningitis and 
miliary disease complicate infection so commonly that 
without treatment the mortality of infection is high. 
Thus Price! found a mortality of 41% in children 
infected with tuberculosis when aged less than a year, 
and Lincoln? 55% in children, some of whom were 
Negro, diagnosed within the first 6 months of life. Treat- 
ment has so dramatically reduced mortality that, for 
example, Lorber* was able to cite 85-5% survival 
from tuberculous meningitis in a large series. Since the 
introduction of isoniazid, meningitis has no longer 
developed in miliary tuberculosis. Meningitis, and to a 
less extent miliary disease, account for most deaths in 
untreated young children; the remainder (about 25% 
according to Lincoln?) are due to progressive primary 
tuberculosis and protracted miliary disease. 

The risk of meningitis falls with age, and by the 
middle years of childhood infection appears least serious. 
Lincoln ¢ found the prognosis most favourable in children 
aged 5-9 years. Grave hematogenous complications 
and progressive primary tuberculosis are then rare, 
though in later childhood (over the age of 10) pleural 
effusion is more common; in the High Wood survey ° 
this was followed by a high incidence of pulmonary 
infiltration. Most cases of adult-type disease, with a 
graver prognosis, arise later in childhood. Nissen Meyer * 
found that, after Mantoux-conversion, morbidity from 
pulmonary tuberculosis amounted to 2-3% in children 
aged 4-12 years, but to at least 10% in adolescents. This 
high incidence of disease in adolescents, soon after con- 
version, has often been confirmed. 

In young children, radiography of the chest after 
conversion shows abnormalities in a high proportion 
of cases (60-80% according to various workers? ® 7), 
With increasing age, radiological abnormalities in the 
chest become less frequent after conversion. In selected 
young adults (nurses and medical students) about 8% 
of converters had some radiological abnormality soon 
after conversion.’ An abnormal chest radiograph after 
conversion has been found to worsen prognosis at all 

on.** 

The treatment of primary tuberculosis is an interesting 
field for speculation and argument. In very young 
children conversion is almost synonymous with actual 
clinical or radiological disease, and the importance of 
preventing grave hematogenous dissemination is 80 
obvious that antibacterial treatment is usually advocated 
for all converters. At the conference on the treatment 
of tuberculosis in childhood organised in Paris in 1955 
by the Centre International de l’Enfance,® all agreed 
in advising antibacterial treatment for all converters, 
at least to the age of 2-3 years. 

Treatment of primary disease at a later age is more 
controversial. Hilar glands and the primary lung lesion 
itself appear to be uninfluenced by antibacterial treat- 
ment. This is true not only of hilar adenitis followed 
radiologically, but also of cervical adenitis, in which 


. Price, D. S. Tubercle, 1949, 30, 11. 

. Lincoln, E. M. Amer. J. Med. 1950, 9, 623. 

Lorber, J. Brit. med. J. 1956, i, 1009. 

. Lincoln; E. M. Amer. Rev. Tuberc. 1954, 69, 682. 

by pate F. J., Grzybowski, S., Benjamin, B. 

Childhood and Adolescence. London, 1954. 

b Nissen Meyer, S. Acta tuberc. scand. 1949, suppl. 18. 

. Brailey, M. Bull. Johns Hopk. Hosp. 1936, 59, 1. 

. Daniels, M., Ridehalgh, F., Springett, V. H., Hall, I. M. Tuber- 
culosis in Young Adults. London, 1948. 

9. Centre International de l’Enfance: Le Traitement de la tuber- 
culose de l’enfant. Travaux et Documents, X. Paris, 1956. 
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the glands can be seen and felt. Lincoln 1° did not find 
that antibacterial treatment relieved collapse produced 
by encroachment of caseous nodes on the bronchial tree. 
But this is not to say that antibacterial treatment 
should be denied to children with clinical and radio- 
logical evidence of primary tuberculosis. Kaplan and 
Hanoteau *® found a considerable decrease in the hemato- 
genous complications of primary tuberculosis and a 
reduction in the number of cases of pleurisy in treated 
children, compared with those left untreated. If children 
require hospital admission, the usual practice now seems 
to be to supplement a sanatorium régime with drug 
treatment—particularly since p-aminosalicylate (P.A.s.) 
and isoniazid by mouth form an effective combination— 
with the idea at least of preventing hematogenous 
spread. In adolescents and young adults the radio- 
graphic distinction between primary and post-primary 
disease may not be clear-cut, but a minimal lesion 
demands treatment “—which nowadays is antibacterial 
treatment. “a 

It is not, therefore, difficult to find good reasons for 
treating children and adolescents with antibacterial 
drugs if they have signs of primary infection, but what of 
those who have converted recently but are without radio- 
graphic or other evidence of disease ? For them treat- 
ment is being increasingly advocated 12-4; but the 
matter is one of opinion, not proof. It is sometimes 


10. Lincoln, E. M., Harris, L. C., 
Amer. Rev. Tuberc. 1956, 74, 24 

11. Springett, V. H. Minimal Pulmonary Tuberculosis Found by 
Mass Radiography (Fluorography). London, 1956. 

12. Waring, J. J. Dis. Chest. 1954, 25, 361. 

13. Heaf, F. Brit. med. J. 1956, ii, 1383. 
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said that early treatment may interfere with the develop- 
ment of immunity, but little is known about this. The 
factors that are certainly important are the incidence 
of the complications of primary infection, the efficacy 
of antibacterial treatment in preventing them, the 
practical difficulty of giving drugs for a long period, 
and the expense of treatment on a vast scale. Many 
calculations have been made showing the rarity, except 
in very young children, of clinical tuberculosis requiring 
notification, compared with the estimated number of 
positive reactors and the conversion-rate in the same 
area; and the need for prophylactic treatment in middle 
childhood does not appear pressing. Yet the high 
morbidity in adolescents and young adults indicates 
that, at any rate at those ages, conversion must be taken 
seriously. While it seems likely that antibacterial treat- 
ment may prevent hematogenous complications, its 
effect on the subsequent development of adult-type 
pulmonary tuberculosis is unknown. The value of 
treatment is most easily determined now, before B.c.a. 
and the falling incidence of tuberculosis further reduce 
the number of natural converters. In France a large- 
scale scheme was started in 1953, under the auspices of the 
Institut National d’Hygiéne, to study antibacterial 
treatment in primary infection. There regular tuberculin- 
testing is compulsory, and recent converters who are 
without radiographic evidence of disease are included in 
the investigation. An investigation with similar objectives 
is also in progress in the United States. Any investiga- 
tion of this problem must deal with very large numbers 
because of the low incidence of complications. Observa- 
tion must be lengthy and there must be effective controls. 
©. P. 8. 





Congresses 


NEUROLOGICAL SCIENCES 


Tue First International Congress of Neurological 
Sciences was held in Brussels from July 21 to 28. 
Congresses of neurology, neurosurgery, neuropathology, 
electro-encephalography, clinical neurophysiology, epi- 
lepsy, and neuroradiology were included. 

A few of the papers are summarised here. 


Extrapyramidal Syndromes 


Dr. Frep A. MretTrLeR (New York) reviewed recent 
advances in the anatomy and physiology of the extra- 
pyramidal pathways, and emphasised the anatomical 
lacuna that at present exists in the physiological concept 
of the brain-stem reticular formation. He pointed out 
the importance of newly established rostral (rather 


than caudal) connections of the substantia nigra and | 


striatum. 

Prof. J. G. GREENFIELD (London) discussed the histo- 
pathology of the basal ganglia and midbrain regions, and 
mentioned his own findings of inclusion bodies in extra- 
pyramidal syndromes. 

Prof. RaGnark GRaANIT (Stockholm) and Prof. J. C. 
Ecctxss (Canberra), discussing new work on the neuro- 
physiology of movement, showed how basic physiology 
and clinical problems may unexpectedly become linked. 
Both discussed problems of the ‘‘ gamma loop ”’—a 
neurological circuit by which the tonic state of muscles 
is maintained and adjusted via muscle-spindles and 
nerve-fibres of a small (gamma) range of diameter—and 
the ways in which this system interacts with the alpha- 
motorneurones directly concerned with muscle move- 
ments. Evidence is accumulating that there are two 
types of alpha-motorneurone—those for slow tonic and 
postural muscle movements, and those for rapid phasic 
reflex or voluntary movement. The gamma loop interacts 
especially with the former. The type of movement 


retained and even exaggerated in parkinsonism at once 
suggests the activity of gamma and slow tonic alpha- 
motorneurone systems, and already some of the drugs 
used in parkinsonism have been analysed in terms of 
gamma-loop function. 

Prof. P. Bucy (Chicago) reviewed the relation of the 
pyramidal tracts to abnormal movements seen in clinical 
extrapyramidal syndromes. On the basis of evidence 
culled from the surgical treatment of such conditions, 
he suggested .that parkinsonian tremor resulted from 
corticospinal-tract activity and that choreoathetosis may 
be produced by impulses transmitted by both cortico- 
spinal and indirect cortico-subcorticospinal pathways. 

Prof. A. Eart WALKER (Johns Hopkins) discussed the 
results of operations (cortical and, especially, subcortical) 
for extrapyramidal syndromes, and tried to relate these 
to the function of alpha and gamma motorneurones. 
Thus the abolition of tremor by corticospinal lesions 
could be due to inactivation of the alpha system, leaving 
intact the hyperactive gamma system with resulting 
spasticity or rigidity, and the elimination of both tremor 
and rigidity by pallidal and thalamic lesions would be 
due to damage at suprasegmental levels decreasing 
gamma activity, but leaving the alpha system functioning 
normally so that there would be no paralysis. 

The theme of extrapyramidal pathology was continued 
in the neurosurgical section, where many speakers con- 
sidered stereotactic methods of applying limited lesions 
—by either electrocoagulation or chemicals—to varying 
regions of the basal ganglia in the treatment of par- 
kinsonism, choreoathetosis, hemiballismus, and other 
involuntary-movement syndromes. The accuracy of some 
of the stereotactic instruments was inevitably left in 
doubt, owing to the lack of full necropsy studies with 
exact location of lesions. ‘There seemed no doubt, 
however, that selective lesions within the pallidal region 
produced clinical improvement in many cases; the 
amount and permanence of the results varied, but in 
some the changes were very striking. 
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States of Consciousness 


Prof. WILDER PENFIELD, 0.M., F.R.S. (Montreal), put 
forward his conception of the centrencephalic system in 
the upper brain stem as a region which organised and 
integrated the disparate activities of various areas of 
cortex in both hemispheres, its functional importance 
deserving the title of ‘‘ highest-level centre.” Its réle as 
a cortical organiser inevitably implied an important part 
in the organisation of conscious states. This conception 
had proved compatible both with his own experiences 
as a brain surgeon in the removal of various cortical areas, 
and with the electrophysiological findings of his colleague 
Prof. H. H. Jasper. 

Prof. T. ALAJOUANINE (Paris), considering alterations 
of consciousness due to neurological disorder, suggested 
that localised changes—imperceptions, agnosias, aphasias, 
&c.—could be seen in local cortical lesions, but a more 
general change in vigilance or alertness, somewhat akin 
to sleep, might result from subcortical lesions. But the 
réle of the cortex was pre-eminent, and structures such 
as the reticular formation and hypothalamus must play 
their part by interaction with the cortex. 

Dr. F. Bremer (Brussels), in a summary of the 
physiopathology of altered consciousness, considered 
particularly the mechanisms concerned in activating or 
alerting the cortex. He accepted the importance of the 
brain-stem reticular formation as a source of such activa- 
tion, but pointed out that the exact correlation of 
conscious states and behaviour with the electrical cortical 
activity induced by reticular stimulation remained a 
problem. 

Dr. J. D. Frencu (California) reviewed the laboratory 
evidence of himself and his colleagues for ‘‘ arousal,” 
both cortico-electrical and behavioural, from stimulation 
of the central core of the upper brain stem (now designated 
the brain-stem reticular formation), and emphasised the 
probable importance in such arousal of the pattern (both 
temporal and spatial) of stimuli passing up to the cortex. 

An important note of warning against too facile a 
correlation between brain-stem lesions and alterations in 
consciousness was sounded by Dr. S. J. Srricn (Oxford). 
She described cases in which severe head injuries were 
followed by long-continued reduced consciousness which in 
many ways was similar to states apparently produced by 
‘* reticular-formation ’’ lesions. Full and careful histo- 
logical study had revealed only minor brain-stem changes, 
but further search had shown unexpected and large areas 
of demyelinisation in immediately subcortical white 
matter. 

Prof. Percrvat BarLtEy (Chicago), reviewing his neuro- 
surgical experiences of altered consciousness, admitted 
that loss of consciousness, complete or incomplete, could 
be produced by lesions in the thalamus, basal ganglia, 
and brain stem even down to medullary level; but he 
suggested that such changes might in part be due to 
secondary changes induced in cortical activity, and that 
for normal discriminative consciousness the cortex was 
all-important. 

Sir FRANcIS WALSHE, F.R.S. (London), criticised the 
assignment of highest-level function to any subcortical 
structure. He suggested that ‘‘ consciousness of necessity” 

—the awareness of visceral and other enteroceptive 
stimuli of the decorticate dog—might be so mediated, 
but that the ‘‘ consciousness of choice” of the fully 
reactive normal organism was essentially a cortical matter. 


Electro-encephalography 


Much of the neurophysiologists’ discussions centred 
round the electro-encephalogram (£.£.G.). P. KELLAWAY 
(Texas) presented detailed observations on the onto- 
genesis of the B.E.G. in man and animals. This and other 
papers emphasised physiological wave-forms in the 
immature E.E.G. which would be rightly regarded as 
pathological in the adult, and underlined the clinical 
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difficulties of interpreting E.E.G.s, especially in the first 
three years of life. Dr. W. A. Cops (London) and others 
drew attention to £.£.G. abnormalities at a distance from 
the causal lesion, and here again the difficulties of clinical 
interpretation were emphasised. 

On a more theoretical plane, several papers were 
devoted to electro-encephalographic studies of condition- 
ing. These studies are only just beginning, but if such 
a direct cortical response as that evoked by a light flash 
can be conditioned, as the evidence now suggests, it 
clearly affords great possibilities for observing one aspect 
of the cerebral accompaniments of such Pavlovian con- 
cepts as irradiation and inhibition. The proceedings of 
the congress once more suggested that, whatever the 
limitations of its clinical application, the §£.£.G. as a 
research tool is only beginning to be explored. 


Epilepsy 

The two main points of interest in epilepsy at the 
moment are the problem of classification (particularly 
the apparent contradiction which may arise between 
electrical and clinical findings) and the development of 
surgical treatment for the condition. 

Dr. MacponaLp CriItcHLEY (London) suggested that 
clinical classification was necessarily changing. As the 
fundamental pathophysiology of epileptic discharge was 
uncovered, so a more lasting categorisation would be 
possible. 

Prof. F. A. Gress (Chicago) considered the changing 
pattern of E.E.G. activity (both normal and epileptic) 
through life, which reflected the mental and physical 
maturation of the individual. 

Professor PENFIELD reviewed his wide experience of 
temporal-lobe seizures. He pointed out that when such 
seizures start with automatism, the site of discharge is 
probably centrencephalic ; when they begin with psychi- 
cal or sensory phenomena, the likely origin is the lateral 
or superior temporal cortex. 

Finally Prof. H. Gaustat (Marseilles) summarised the 
proceedings of a colloquium on the pathogenesis of 
temporal-lobe epilepsy held in Washington in March this 
year. The evidence from both focal and more diffuse 
lesions in the lobe, from work in animals, and from the 
successful surgical treatment of such seizures in man, all 
points to the pararhinal area (which includes the anterior 
part of the hippocampal gyrus, the uncus and amygdala, 
the cornu ammonis and temporal pole, the insula and 
operculum, and probably part of the posterior orbital 
gyri) as the site of abnormal discharge in psychomotor 
epilepsy. 


NUTRITION 


Paris was the venue for the 4th International Congress 
of Nutrition (July 26—Aug. 1). 


Lactation 


The subject was summarised by. A. J. Janz (Lisbon) 
who said that in many parts of the world lactation was 
vital as there was nothing to replace it, and that drink- 
ing-water had no effect on the volume of the milk 
secreted, for the kidneys would excrete any excess 
imbibed. In under-developed countries the addition to 
the maternal diet of powdered milk increased the volume 
lactated by over 30%. In the discussion it was said 
that ground-nuts added to the maternal diet also helped ; 
an increase of 120 ml. a day was reported with no change 
in composition of the milk. J. SpnecaL (Dakar) pointed 
out that many studies on breast-milk were invalidated 
because of ignorance of the influence of emotion on the 
volume and composition of milk. He .produced striking 
results as evidence of this effect, which seems to be more 
evident in less civilised peoples. M. BARTCHENKO (Kiev) 
said that cheese, yeast, and sour milk had a favourable 
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influence on the protein and fat content of maternal 
milk. Surprisingly he found that isolated foods, such 
as fruit-juices and in particular blackcurrant-juice, 
also had a similar effect on milk composition. 


Senescence 


M. Corpo (Modena) reviewed the relationship between 
nutrition and senescence. He said that it was very 
difficult to find any aspect of metabolism that was much 
altered in old age. The most striking change was to be 
found in the caloric requirements, which gradually 
diminished throughout adulthood. I. NirzvuLEscu 
(Bucharest) advised the old to avoid overeating, which 
leads to obesity and its hazards. Corpo had found 
that the vitamin-C content of the blood of old people 
living alone was lower than in those living with their 
families. 

E. M. Wippowson (Cambridge) referred to the fact 
that boys and girls today in the British Isles were much 
heavier than their parents, but doubted whether there 
had been any mental advancement ~-in these children. 
She questioned whether increased growth is advisable, 
since it might reduce the life span as in laboratory 
animals. 

J. GILLMAN (Johannesburg) showed that in primates 
a general disturbance in metabolism, involving the 
kidney or thyroid or both, seems to favour the develop- 
ment of arterial disease associated with increasing age. 

The relation between nutrition and vascular diseases 
was discussed at length. Much of the work was on 
the laboratory animal, but R. Buzina (Naples) had 
compared two groups of healthy men aged between 40 
and 60. One group was relatively wealthy (bankers and 
members of the Neapolitan Rotary Club) and the other 
was made up of heavy workers in the port of Naples. 
A nutritional survey showed that fats yielded 31-5% 
of the total calories in the first group and 23% in the 
second. Whole blood clotting-time, prothrombin-time, 
total lipids, lipid phosphorus, and total cholesterol 
were all greater in the first group, and the difference was 
statistically significant. 

Injury 

Changes in metabolism following injury had been 
investigated by D. P. CuTHBERTSON and his co-workers 
(Aberdeen). They observed in animals that the increased 
heat-production following an injury such as a fracture 
was due to an increase in protein breakdown, and not 
to an increase in fat and carbohydrate katabolism. 

P. DoBEersky (Prague) thought that most of the 
negative nitrogen-balance seen after surgical procedures 
was due in many cases simply to the withholding of 
protein from the patient—the so-called ‘‘ false ’ negative 
nitrogen balance. He admitted that ‘‘ true” negative 
nitrogen balance did take place during infections or 
severe pain. During severe pain, there was a greater 
decrease in nitrogen-retention in men than in women, 
though there was no significant increase in the excretion 
of creatinine, amino acids, or uric acid associated with 
pain in either sex. 

Myopia 

The influence of diet on refraction of the eye was shown 
by P. A. GARDINER (London), who produced some evidence 
which suggested that a deficiency in milk proteins may 
be the factor responsible for increasing myopia in children. 
With I. Macponatp (London) he had shown a similar 
influence of diet on refraction in laboratory animals. 
In the discussion of these papers, B. S. Platt (London) 
said he felt that the factor responsible for the eye changes 
in children might be the agene present in flour just after 
the war, when large amounts of bread were being con- 
sumed by children in Britain. 


Processing 
Papers on modern food-processing and sterilisation 
included one by H. E. Rosrnson (Chicago), which showed 
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that the pre-cooked, ready-to-heat-and-eat processed 
frozen food had nutritional values every bit as good as 
food, prepared by the usual home cooking procedures. 
The use of ionising radiations for the processing and 
preservation of foods was found by J. B. Connor to 
cause no greater losses in the nutritive value of proteins 
than are caused by heat sterilising processes in the case 
of beef, beans, peas, milk, and casein. Milk is sensitive 
to heat sterilisation and to irradiation, which causes 
a loss in cystine. 

The meeting of the committee of the International 
Union of Nutritional Sciences elected D. P. Cuthbertson 
of the Rowett Institute, Bucksburn, as their new presi- 
dent, and L. J. Harris, of Cambridge, was re-elected 
secretary-general. 


MAMMARY CANCER 


Tue reality of the mounting interest in mammary 
cancer is clear from the amount of work under way 
throughout the world. An international symposium was 
held in Perugia from July 24 to 29, with the aim of 
bringing together and pooling the results of workers 
concerned with both the human and experimental disease. 
80 papers were presented ; a summary follows of a few 
of them. 

One which broke new ground was that of OxnrTLé and 
HiGGInson, who reported a survey of the incidence of 
mammary cancer in an urban population of Bantus in 
Johannesburg. The incidence in females increases with 
age and is lower at every age-group than in Denmark 
and the U.S.A. Most Bantu women start child-bearing 
at 15 years of age and bear many children, but breast- 
cancer patients tend to include more who married late 
or who started to have children late. Male mammary 
cancer has an incidence comparable with that in the 
U.S.A. This is particularly interesting as gynecomastia 
is common in the young Bantu male, and an association 
between it and mammary cancer might have been 
expected. It was observed also that cancer of the uterine 
body is almost unknown among Bantu women, but that 
cervical cancer is about as common as in the U.S.A. 

Mouse milk-factor still occupies many laboratories. A 
description by BERNHARD (Paris) of the inclusion bodies 
in mouse mammary-cancer cells, their relation to the 
Golgi apparatus, and the difficulties inherent in inter- 
preting electron-microscope appearances, was valuable in 
emphasising what a complicated field this is. 

An impressive clinical survey of 4000 human breast- 
cancer patients was presented by BucaLosst and 
VERONESI of Milan, who found a high familial incidence 
but no evidence of transmission of a tumour agent from 
mother to daughter. They also had evidence that the 
menopause is earlier in mammary-cancer patients. It is 
their opinion that hormones should not be used for the 
treatment of any condition in women with a bad family 
history. As would be expected, many papers were devoted 
to the effects of, and indications for, endocrine ablation 
in the treatment of the disease. The view was even 
expressed that better results could be obtained by 
massive doses of hormones than by any form of endocrine 
ablation. In this connection LAMAN and REzExk of Miami 
have been using massive doses of testosterone—up to 
100 g. in some cases. They claim that side-effects are 
abolished by this means. 

Papers by Orr (Birmingham), Bonser (Leeds), and 
Foutps (London) attempted to interpret pre-cancerous 
lesions by histological means. Jui (Leeds) found 
evidence of a two-stage mechanism in mammary carcino- 
genesis. 

This conference left no room for complacency in regard 
to any aspect of mammary cancer. There is urgent need 
for greater diagnostic and other precision in the assess- 
ment of clinical trials. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


In hospitals throughout the country children’s beds 
are becoming—to use the economists’ jargon—redundant 
or, in plainer English, unwanted. It would be nice to 
think that the decline of disease in children was due to 
the increase in the number of pediatricians over the 
past ten years. But that would be too facile an explana- 
tion, for the main cause is surely the rise in the standard 
of life generally. In this country pediatricians do little 
preventive work and, if any medical credit is to be given 
for the improved standards of health in children, it 
should be to the public-health workers and not to the 
hospital clinicians. It has, indeed, been cynically sug- 
gested that pediatricians are becoming so hard up for 
clinical work that they have been forced to create new 
diseases. 

One of the side-effects of this shortage of organic 
disease has been the increasing recognition of emotional 
disorders in children often masquerading under the guise 
of “real’’ disease. I am sure that it is an increasing 
recognition and not an increasing incidence. An earlier 
generation probably saw just as many of these troubles 
but used to attribute them to those favourite stand-bys 
—‘‘an unhealthy gastro-intestinal condition,’ chronic 
indigestion, constipation, and worms. 

It’s no use sending many of these children to the 
psychiatrist, for the trouble so often doesn’t lie in the 
child but in his environment—the overcrowded home, 
the working mother, the new housing estate, the eleven- 
plus (although the baneful effects of this have been 
exaggerated). Reassurance that there is nothing 
physically the matter doesn’t often help because it isn’t 
usually accepted and doesn’t touch the cause of the 
trouble anyway. The home will still be overcrowded, 
the mother will still be obliged (or think that she is 
obliged) to go out to work, and so on. It is all so much 
easier if the child with abdominal pain really has appendi- 
citis, for then removal of the appendix will produce 
a cure. But removal of normal appendices is no help at 
all. The child may not return to the surgeon, but sooner 
or later he’ll be back to his family doctor or to the 
pediatrician or to someone. 

The question is how much should we try to do any- 
thing about it at all? The child who is seriously emo- 
tionally disturbed is just as ill as the one with pneumonia 
or meningitis and needs expert care. But what about all 
the others? Are not these minor upsets, troubles, and 
anxieties part of the process of living? Just because 
they have been translated into physical symptoms does 
this mean that they must be treated as such? By all 
means change the environment, if this is possible, or 
help the family to adjust if it isn’t (and here the social 
worker is much better equipped than the doctor). But 
what should be done for the child? Blanket his symp- 
toms with sedatives and tranquillisers ? Send him away 
for ‘‘ convalescence ” and add the problem of separation 
to his others ? Or just leave him to find out that life is 
full of problems not all of which have solutions ? 

* * * 

The discussion about chamber-pots has reminded me 
of my premedical days during the 1914-18 war. At that 
time I was apprenticed to “‘ trade ”’ in the office of a firm 
which imported precious metal from anyone who wished 
to realise his wealth in a convenient form. Sometimes it 
was bars of rough ore sent to be smelted down and to 
yield fine-quality precious metal; sometimes it was dis- 
carded trinkets ; and sometimes it was white elephants, 
not animal but mineral. Across the years I have the 
impression that the South American grandees excelled 
all others in the wares they disposed of: indeed so much 
came safely past the U-boats that we juniors got faintly 
bored. But guess our delight when one day a consignment 
came and we unwrapped chamber-pot after chamber- 
pot—no mean earthenware vessel, but glorious, stable, 
and heavily constructed in silver with appropriate handle, 
and all bearing the engraving of the grandee’s coat of 
arms. 

My experiences in that office were by no means all 
iron, nor silver. It was there that I realised that, 
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after the call-up, if I survived, medicine would be 
my aim. 

When I became a student, I found few who had not 
gone straight into medicine from school; but, as the 
years have passed, the number in our profession who 
have told me that in fact doctoring was not their first 
choice has surprised me. The pharmacists, the parsons, 
the bank clerks, the radiographers—the list is endless, and 
the results are pretty good. I bave the impression that 
medicine has benefited by recruiting to its ranks a number 
of regular Naval officers, axed or retiring before 1939. I 
suspect that nowadays, however, medical-school selection 
committees are not always very welcoming to those who 
recant from some other calling after, say, 22. Not only is 
competition great but the not-so-young type must grind 
alone in some crammers at his lst M.B. It has been 
suggested that we should have societies of ‘ Failed 
M.D.s”’ or “ Failed M.B.s.”’ But the society I would 
found is *“‘ Failed Traders.’’ Our bank-balances may be 
less secure than those of our old colleagues of the office- 
stool, but what a worth-while adventure ours has been. 


* * * 


Adam has the impassive features and deliberate speech 
so often found in men who have given upwards of fifty 
years to the care of plants. His phlegm is matched only 
by his great muscular strength. Our surgical team 
travels a prodigious distance in the small hours of the 
morning to visit us. On one of their visits Adam was 
putting in stakes for his ramblers. The fourth one 
proved stubborn, and exactly as our travel-weary surgeon 
with his accomplices dismounted from their car, Adam, 
with a titanic blow, penetrated the main water-supply, 
releasing a 50 ft. spume of water, white as snow, beauti 
to behold, and destined to continue for some six hours 
until the combined resources of the local water board 
had been brought to bear. I was driven to protest, 
albeit mildly. 


Adam has waited a year for his revenge, for which he 
has to thank the visiting anesthetist, who slammed my 
office-door and broke the lock, leaving me immured. It 
was Saturday afternoon, when a deep and impenetrable 
peace settles on my part of the hospital, broken only by 
the crunch of Adam’s hoe. The telephone was dis- 
connected ; to my calls for release no answer came. 
I negotiated the window and the first 6 ft. of drop with 
reasonable skill and some show of dignity, but the next 
12 ft. were covered so quickly that a newly planted bed 
of antirrhinums was largely ruined. Adam tried to look 
surprised but touched his hat deferentially and moved 
no muscle. 

* x * 


It was good to read in the peripatetic columns last week 
of my old friend the therapeutic stationmaster. At 
least, old friend isn’t strictly accurate because I never 
met him, but his powers were well-known to my patients 
who were not always above comparing my results dis- 
advantageously with his. The ability to charm away the 
pain of a scorpion-sting or snake-bite by a sort of hypnotic 
suggestion is not uncommon, and this worthy man 
appeared to have remarkable powers. When his fame had 
spread it was discovered that equally good results could 
be obtained down a telephone-line, and he would recite 
mantras (sort of religious verses) into the ear of the 
distant sufferer, who was cured instantly. Once the 
stationmaster inadvertently said a mantra wrong and 
the patient was reported to have died instantly. His use 
of telegraphy is new since I left his practice area four 
years ago, and must have been dictated by pressure of 
work: the nailing of pieces of treated cloth to a tree 
smacks of mass-production technique. I am not surprised 
that he has now retired from the railways. . 


There is no doubt that his method was effective, but 
after all this is no more strange than many phenomena of 
hypnosis with which, I am convinced, it has much in 
common. In the East, in particular, a cult will spring up 
at the drop of a dhoti round some person credited with 
occult powers, or surrounded by an aura of holiness, and 
there is no limit to what people will believe. But 
then this isn’t so strange either; what price flying- 
saucers ? 














+O meee bem OR mies ct 


eee ewe Rw OOO e SS 


ei. MP a e 


el OE et dd 











‘ 
THE LANCET] 


Letters to the Editor 
CONSULTANTS AND SPECIALISTS 


Sm,—Permit me to make a purely personal contribu- 
tion, not committing any representative organisation in 
which I hold office, to the discussion in your columns on 
hospital medical staffing. 

Your leading article on June 1, together with the 
unsigned article in the same number ‘‘ Consultants and 
Senior Registrars” (written I should say with some 
confidence by a 8.A.M.0. of a regional hospital board) 
aroused considerable attention as shown by the interest- 
ing correspondence that followed. The problems are, of 
course, about the most important medical ones in the 
hospital service. A serious aspect of them is the way in 
which so many, including yourselves and your anonymous 
medico-administrative contributor, overlook the few 
simple principles that should be paramount. 

One of these is that the consultant—that is to say, the 
hospital physician or surgeon or officer of corresponding 
status in the various special departments—is a product 
of the machine evolved by the old voluntary or estab- 
lished hospital system of the country from many 
generations of experience and progress. 

Wisely, the authorities in launching the N.H.S. decided 
to base hospital medical staffing on this long-tried system 
which was synonymous with the highest standard of 
medical efficiency. 

The local-authority system of whole-time medical 
officers of varying degrees of seniority had been in opera- 
tion only eight years before the war broke out. This 
was too short a period for us to see how it was going to 
evolve. From the developments that we did see during 
this short period I have no doubt that eventually it 
would have approximated to the voluntary-hospital type 
—that is to say, to that of the established system. The 
local-authority staffing was, of course, that inherited in 
1931 from the admittedly spartan, utilitarian, and unam- 
bitious system of the workhouse infirmary. The essential 
feature of the established hospital system was that all 
out- and in-patients and special departments were the 
real and immediate responsibility of the ‘‘ consultants ”’ 
of the hospital, the permanent hospital staff, who were 
in fact ‘‘ consultants ’’ only outside the hospital. Inside 
they were the direct professional executives. There was 
no question of reserving them for recondite or especially 
difficult work. They were responsible for all the work. 
It is essential that this principle should hold in the N.H.S. 

All staff employed to assist the permanent staff of 
physicians and surgeons should be composed of competi- 
tively selected youthful holders of various posts who 
are either going up competitively to consultant rank or 
out of the hospital service before too many years have 
gone by. 

It should not be possible for persons of only mediocre 
attainments to, stay permanently in the hospital service 
simply because they would like to do so. 

In the past, consultants normally attained their rank 
quite young—somewhere kt 3tween the ages of 30 and 40— 
and it is most important that this should continue. One 
of the most undesirable of recent trends has been, not 
only for the average age of attainment of consultant 
status in medicine and surgery to rise, but the appearance 
of a tacit readiness to admit this rise as sound and 
unavoidable. The consultant should not start his work 
in middle life. Consultant quality should be detected as 
early as possible. Selecting the right man is more 
important than years of formal training. He will perfect 
his skills rapidly after appointment as a consultant. 
No-one would say in retrospect that it was wrong that 
Osler became professor at McGill at 25 or Hurst a 
physician to Guy’s at 27. 
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In our leading hospitals before the war (and since, in 
the N.H.S.) the consultant in the main busy clinical fields 
worked in ‘firms’ or pairs, the younger of the two 
consultants doing the work more suitable for youth and 
vice versa. Thus the younger consultant carried the 
main emergency and outpatient duties and the older more 
inpatient work with charge of more beds. Nevertheless 
both were full consultants. By the passage of time the 
younger man in due course became the older and senior 
of the pair. 

What nonsense your anonymous ex-local-authority 
medico-administrative contributor wrote when he said 
all consultants, old and young, should have the same 
number of beds, some 40 or so. 

Here we see some of your, and your anonymous con- 
tributor’s, confused thinking. Spens was quite clear on 
this; Para. 4, page 5: 

“In most hospitals the initial staff appointment is that of 
assistant physician, assistant surgeon, &c. When the term 
“assistant ’’ is used it does not necessarily imply that the 
holder of such an appointment is subordinate to the physician 
or surgeon. He may have fewer hospital beds in his charge 
than the physician or surgeon but he assumes complete 
responsibility to the patients admitted to his care.’’ 

You and your contributor made the mistake, a wide- 
spread one today, in assuming the work of the young 
and the older consultant to be the same. This never 
was the case. Nevertheless both types of work require 
a consultant if standards are to remain, and no new 
subservient grade should be introduced to relieve the 
younger consultant of the work he should do. Again, 
to emphasise it, do not make the mistake of assuming 
that consultants should confine themselves only to diffi- 
cult and advanced work. Their skills with the simpler 
ills are just as necessary. 

I must also refer to your misuse of the words ‘‘ con- 
sultant’ and “specialist.” These two words, which 
became current somewhat less than one century ago, 
have always been synonymous; the former more pro- 
fessional and the latter rather more popular in usage, 
The public would never be able to discriminate between 
them. It ought to be widely known that we—that is to 
say, the Joint Consultants Committee—reached agreement 
with the Ministry of Health in 1949 to drop the use of 
the word ‘‘ specialist ’’ altogether on the grounds of its 
ambiguity and to use the word “‘ consultant ’’ only. Thus 
since then the word ‘‘ specialist ’} nowhere appears in the 
‘* Terms and Conditions of Service ’’ of medical staff and 
similar documents. The only place it remains officially 
is that where an Act of Parliament would be required to 
change it; for example, in the Act itself. Logically, 
when an opportunity presents itself the Act should 
appropriately be amended. 

The way to solve our main medical staffing problem is 
as follows : 

Consultants should be appointed in sufficient numbers 
to ensure that all out- and in-patients in all departments are 
their real and immediate responsibility. Sufficient registrars 
only should be appointed as are needed to assist consultants 
in their work and not to do work that should be done by 
their chiefs. The younger consultants must do, and it is to their 
good and the patients’ good that this should be so, much of the 
work that, since 1948, has been relegated to registrars. This, 
due to the post-war expansion of the registrar establishment, 
has been a most unhealthy tendency and has bred an 
unprecedented and indefensible sense of privilege in some 
younger consultants. They must no Jonger think of themselves 
as entitled to the same conditions of work as the older men. 

Regional hospital boards should copy immediately the 
teaching hospitals and introduce the “firm’’ system as 
extensively as possible. 

More consultants and fewer registrars is the cure and 
the overall increase in cost with good planning should 
not be great. You make a mistake in suggesting that 
a new young consultant would need the same registrar 
help as well as the same number of beds as an older man. 
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This is not so, and the ‘‘ firm ’’ system will solve this 
problem. ‘* Firms” should have periods of emergency or 
take-in duty, and during these times it should be the 
young consultant and not the inadequately supervised 
registrar that should do most of the emergency work. 

A stooge grade of subconsultant is totally unnecessary. 
Such an oflicer would be doing the work that the young 
consultant should be doing but on unjust terms. The 
future of the registrar would in no way be helped. It 
would in fact be prejudiced. 

The present mass of trained registrars (i.e., those who 
were trained before restraint in making new consultant 
posts was exercised and before senior registrars were 
limited in numbers) must be treated as a special problem 
and a once-for-all lifebuoy action be taken on their 
behalf. As they are the victims of bad planning in the 
early days of the service, special provision for them 
—that is to say, security of tenure with some rise in 
salary, will have to be made but thereafter attention to 
the principles I have outlined will stop recurrences of 
the problem. 

Behind all this lies another very important principle 
—namely, that much better constructive medical plan- 
ning of the hospital service needs organising at both 
R.H.B. and Ministry of Health levels. At present it is 
rudimentary and lamentable at both. The profession 
should be a partner, which it is not now, at both these 
levels. 

London, W.1. T. Rowianp Hitt 


Deputy chairman, Central Consultants and 
Specialists Committee ; vice-chairman, 
Joint Consultants Committee. 


*.* We are glad to have Dr. Rowland Hill’s contribu- 
tion to this correspondence. He is, however, wrong in 
supposing that our special article of June 1 was written 
by a senior administrative medical officer or any other 
‘** medico-administrative contributor.” Nor did we 
suggest, in this article, that ‘‘ all consultants, old and 
young, should have the same number of beds, some 40 or 
so.” The main reference to this number was in a paragraph 
coneerned with estimating the extent to which con- 
sultants at present are over-worked. We hope to revert 
later to other features in Dr. Hill’s letter when we draw 
together the arguments in this correspondence. Mean- 
while, we note that he, like Prof. G. I. Strachan,’ has 
evidently had a change of heart in the past two and a 
half years. Dr. Hill now states categorically: ‘‘ more 
consultants and fewer registrars is the cure... .” But 
in February, 1955, he presided at a meeting of the 
Central Consultants and Specialists Committee ? which 
gave general approval to the revised report by a sub- 
committee, of which Professor Strachan was the chair- 
maun,? which included under the heading ‘‘ Long-term 
Solution ” the following clauses : 

“In a hospital much of the clinical work is too responsible 
for house officers, but often does not require the personal 
services of a consultant, provided it is carried out under his 
responsibility. 

‘*The Subcommittee therefore suggests that there is still 
a need for an intermediate grade of hospital officer who shall 
bear responsibilities consistent with the performance of 
much of the regular medical, surgical, and other treatment 
which makes up the work of the hospital, while he is preparing 
for a consultant post. As hitherto these officers should be of 
such standing and experience as to be able to exercise super- 
vision over the house officers.”’ 


It was ‘‘ envisaged that the majority who remain in 
the hospital service long enough to reach the highest 
levels of this grade will ultimately achieve consultant 
status’’; but in the highest range of the grade posts 
were to be tenable ‘‘ for an indefinite period.’”’—Ep. L. 


1. Sellors, T. H., Strachan, G. I. Lancet, July 13, 1957, p. 92. 


Brit. med. J, Suppl. 1955, i, 51. 
Ibid, p. 177. 
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THE GRADED CONTRACTION OF MUSCLE- 
FIBRES: SERVOMECHANISMS FOR MUSCLE 


Sir,—The all-or-none principle of the contraction of 
the muscle-fibre was deduced by Keith Lucas! from his 
physiological experiments, and has been widely accepted 
and set down in textbooks; but I contend that it is 
incompatible with what is known of muscle structure. 


Lucas experimented with the cutaneous dorsi muscle of the 
frog, which contains only about 150-200 fibres and its nerve 
of supply about 8-9 axons. He found that a series of stimuli 
of gradually increasing strength caused contraction (shorten- 
ing) of the muscle in a few definite steps, and from this he 
deduced the principle that for each striated muscle-fibre the 
contraction is always maximal regardless of the strength of the 
stimulus, and “the submaximal contraction of a skeletal 
muscle is the maximum contraction of less than all of its 
fibres.’ Eisenberger * supported the principle by observing 
through a microscope the contraction of individual fibres of 
frog sartorius when they were stimulated by a capillary pore 
electrode. The application of the “law ’’ to mammalian and 
human muscle has apparently been accepted without challenge, 
and more recently Le Gros Clark,’ referring to muscle-fibres, 
said that “‘ when they contract at all they do so to their fullest 
extent.”’ 

In most human muscles the individual fibres in unbroken 
lengths from the origin of the muscle to its insertion. In the 
sartorius and semitendinosus of the foetus, Lockhart and 
Brandt * found that fibres ran the complete length of the 
muscle; in the adult sartorius, 34-cm. fibres were obtained 
by dissection, and even these were not complete unbroken 
lengths. They say that in adult eye-muscle, the fibres run all 
the way from origin to insertion. Coers ® confirmed that all 
fibres run from origin to insertion in parallel groups, with no 
serial or end-to-end structure. This is essentially true whether 
the fibre groups are disposed simply in the long axis of fusiform 
muscles, or at an angle to the long axis as in penniform and 
multipenniform muscles. The fibres of nearly all muscles have 
but one neuromuscular endplate, which is in the mid-point of 
their length. Thus the endplates, when suitably stained, form 
a solitary central transverse band across the near-parallel 
fibres of the fusiform muscles and across each parallelogram of 
fibres of the penniform muscles. Coers found the sartorius 
to be exceptional in that several transverse bands of endplates 
run across the parallel fibres at intervals along the muscle 
length. 

Do not these two pieces of knowledge summarised 
above present us with a paradox? If the muscle-fibres 
are parallel, the contraction (shortening) of many of 
them in a certain degree cannot draw their origin and 
insertion any closer together than the same degree of 
contraction of a few fibres or even one fibre. Of course, 
the tension or power to contract against resistance will 
grow as more and more of the parallel fibres contract, 
but the degree of shortening must remain unaffected. If 
each parallel fibre contracts maximally or not at all 
(all-or-none principle) then a muscle would only be 
able to contract a fixed amount and could not be the 
agent of infinitely gradable movement as in fact it is. 
Since the anatomical fact of continuous near-parallel 
fibres seems better established than the physiological 
principle of all-or-none contraction, we must presume that 
the latter does not apply to the muscle fibres of the intact 
animal, though it might apply under the experimental 
conditions on which it was based. For sensory nerves, 
the intensity of the experienced central effect (pain, 
pressure, loudness, brightness, &c.) depends in part on 
the pulse-repetition frequencies in the axons of the 
transmitting nerve. It may be that the pulse-repetition 
frequency at each motor endplate determines the d 
of contraction of the muscle-fibre, and that artificial 
stimulation in physiological experiment has acted as an 
all-or-none stimulus. The nerve-muscle preparation of 


1. Lucas, K. J. Physiol. 1909, 38, 113. 

2. Eisenberger, J. P. Amer. J. Physiol. 1917, 44, 44. 

3. Clark, W. E. Le Gros. The Tissues of the Body. Oxford, 1946. 
4. Lockhart, R. D., Brandt, W. J. Anat., Lond. 1938, 72, 470. 

5. Coers, C. Arch. Biol, 1953, 64, fascicule 4. 
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the frog may guide us less surely to a knowledge of 
normal neuromuscular function in man than the “ black- 
box”’ technique of elucidating concealed biological 
mechanisms by observing performance under varying 
natural conditions and drawing analogy with ways of 
achieving that kind of performance already known to 
physical science. 

Statements to the effect that the graded contraction of a 
muscle is due to the recruitment of more and more of its fibres 
are inappropriate, I think, because they ignore the funda- 
mental point that a contracting muscle has two independent 
variables—length and tension. For example, as we abduct 
the upper limb the deltoid muscle progressively shortens, but 
at any stage of the movement its tension will depend on the 
weight of the upper limb, the weight of any object held in the 
hand, and the power of any force resisting the movement. 
The recruitment in stages of the near-parallel fibres of a muscle 
can, and probably does, underlie the property of graded 
tension, but only recruitment of fibres placed in series along 
the muscle could produce graded shortening, and as we have 
discussed there is no anatomical basis for this process. Under 
natural conditions each fibre must respond to a natural graded 
stimulus by a graded shortening. 


Turning to whole muscles as opposed to individual 
fibres, I have put forward the view,® based on the “‘ black- 
box ” kind of reasoning, that whether acting as prime 
movers, synergists, or antagonists they are connected to 
the nervous system as servoregulators, so that with 
varying mechanical load upon them they develop, at 
each instant, the requisite amount of tension to prevent 
disturbance of their set length. We can draw analogy 
with the constant-temperature servo of the refrigerator. 
Here the varying activity of the compressor motor cancels 
out the tendency of the room-temperature to disturb the 
internal temperature of the cabinet. The refrigerator is a 
constant-temperature device, yet its temperature can be 
set by a regulating knob according to the degree of cooling 
required. The constant-length servo of muscle preserves 
constant length in the face of varying mechanical tension, 
yet its length setting is variable, and in this case con- 
tinuously so from instant to instant by linkage with 
another servosystem. This second system depends on the 
continuous detecting or monitoring of the position of the 
moving parts and adjustment of the length of the muscles 
involved follows automatically. The necessary feed-back 
loops for this system carry positional information in 
coded form (just as coded information flows through part 
of all self-regulating physical systems of servo type) and 
the clinician knows what happens when the conduction 
of this coded stream fails, as in tabes dorsalis, or the 
proper integration of the coded streams fails, as in 
cerebellar disease. The two linked systems give to each 
muscle the dissociated grading of length and tension 
which underlies their quite similar action in producing 
movement or maintaining posture. 

Certain aspects of experimental physiology had inde- 
pendently led (slightly earlier than my “ black-box ” 
deductions, although I was unaware of it) to the use of 
the concepts of servo-control theory. Leksell 7 had shown 
that the discharge of impulses from the sensory central 
portion of the muscle-spindles depended on the efferent 
inflow to their contractile muscular poles. These contrac- 
tile poles are supplied by thin ‘“‘ gamma” fibres which 
form one component of the ‘‘ motor’ nerves, and which 
arise from relatively small motor neurones in the anterior 
horns of the spinal grey matter. Eldred et al.* acknow- 
ledged the earlier pioneer work of Mathews and others, 
and observed this effect of gamma activity through its 
influence on the discharge of a single spindle afferent 
isolated in a dorsal root filament (decerebrate and chloral- 
dial cats). They discussed the way the spindle discharge 
regulates the contraction of the main muscle mass in 


6. Guest, I. A. Lancet, 1954, ii, 40, 197. 
7. Leksell, L. Acta physiol. scand. 1945, 10, suppl. 31, 9. 
8. Eldred, E., Granit, R., Merton, P. A. J. Physiol. 1953, 122, 498. 








which it is embedded, and related this to the concept, 
first put forward by Merton® and later elaborated,!° that 
the stretch reflex of Liddell and Sherrington is a servo- 
system, and that the graded ‘‘ power ”’ of a muscle depends 
on the inherent properties of the servo to maintain con- 
stant muscle length in the face of varying stretch on the 
muscle. Merton and his colleagues concluded that the 
length of a muscle is usually adjusted by the varying 
influence of the gamma fibres on the spindles, and that 
any given muscle length so arrived at is independent of 
the degree of applied tension. In retrospect these matters 
are supplementary to, rather than congruous with, the 
deductions of the ‘*‘ black-box ” analysis. 
Selly Oak Hospital, 
Birmingham. 
DANGERS TO THE PATIENT WITHOUT 
ADRENALS 


Sir,—Increasing numbers of people have no adrenal 
glands, and depend on a regular dose of cortisone. They 
include not only patients with Addison’s disease, but 
those whose adrenals have been removed because of 
Cushing’s syndrome, cancer, and occasionally diabetes or 
malignant hypertension. Withdrawal of cortisone is 
followed rapidly by addisonian crisis and death. Those 
whose adrenals have been suppressed by cortisone are 
also in some danger. 

I have recently lost a patient in this way, and have 
heard of other such tragedies. On two recent occasions 
patients have returned to hospital just in time to be 
saved. The causes of. withdrawal of cortisone which 
have come to my notice so far are : 


(1) The patient, for some intercurrent reason, has an 
attack of vomiting. He vomits his cortisone tablets, and it 
does not occur to anybody to replace them by injections. 

(2) He has an accident, comes under new medical care, and 
is either incapable of explaining his need or just forgets to 
do so. 

(3) This is the most sinister of all and the most difficult to 
deal with. The patient, admitted because of accident or inter- 
current illness to a strange hospital, explains that he must 
continue his tablets but has them removed by the ward sister. 
‘““No patient,’’ she says firmly, “is allowed to bring in 
medicines from outside. The doctor will order anything you 
need.’’ But the doctor may be long in coming, and when he 
comes may be an inexperienced houseman who fails to make 
the correct diagnosis; and the patient, having been bitten 
once by the sister, may be twice shy. 


I. A. GUEsT. 


The first two risks can usually be obviated by the 
patient always carrying a card explaining his need. I am 
not quite so happy about the effects of such a card on 
ward sisters, unless this particular rather new risk has 
been brought to their notice. 


New End Hospital, 
~3. 


London, N.W RAYMOND GREENE. 


ACETYLPROMAZINE IN SCHIZOPHRENIA 


Smr,— We have recently completed a study of the use 
of acetylpromazine (‘ Notensil’) in the treatment of 
91 schizophrenic patients, and, though the assessment of 
its usefulness must await statistical analysis, it seems 
worth while giving a preliminary description of some of 
our observations, since there is no account of the use of 
this drug in the British literature. 

All the patients have been ill for more than a year 
and all had severe behaviour disturbance. The drug was 
given in tablet form up to a total daily dosage of 300 mg. 
over a period of six weeks. 

Severe hypotensive reactions were observed in several 
patients, even with doses as small as 10 mg. The drug 
had an extreme depressant action on the central nervous 
system of some patients, even to the loss of limb and 
corneal reflexes. In 1 case this depression was associated 


9. Merton, P. A. Ciba Symposium on the ‘Spinal Cord. London, 


1956, 12, 214. 
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with an alarming hypotensive effect, and in 2 others 
with epileptic fits. This suggests that acetylpromazine, 
like promazine itself, can potentiate epilepsy. 

The usefulness of this drug in psychotic disorders 
could be tested more thoroughly if it were available in 
parenteral form, and, in view of the severe reactions 
described above, it would appear unwise to start the 
treatment in outpatients. 

J. F. CoLtarp 


Hellingly Hospital, R. Maaes. 


Hailsham, Sussex. 


POLYTHENE GIVING-SETS FOR TRANSFUSION 


Srr,—Dr. Bishop (June 8, p. 1175) is to be congratu- 
lated on his simple and efficient retaining cap for trans- 
fusion bottles. 

I would like to bring to your readers’ notice (and 
particularly to house-surgeons’) the modern ‘ Polythene’ 
giving-sets now in use in France and America. The cap 
is never removed from the bottle. The bottle needle is 
simpiy inserted through the fixed cap by the nurse whilst 
the doctor inserts the selected venous needle into a vein. 
Only a 25-mm. length of rubber link (for injections of 
added materials if needed) is used; otherwise all the 
apparatus, including the flow chamber, is polythene. 
An ingenious Z foil clip is used to regulate the flow. 

The advantages are that the whole procedure takes 
three minutes to put up; and in many hundreds we have 
used in this hospital it is extremely rare for a drip to give 
trouble. Its lightness, transparency, and delicacy makes 
it a pleasure to use after the heavy and cumbersome 
British apparatus. The tasks of house-surgeons in 
Britain would be so much easier with these sets. 


The American Hospital of Paris, 


Neuilly-sur-Seine. Pretrer CooKk. 


CORTISONE AND IMMUNITY IN TUBERCULOSIS 


Sm,—I have read your annotation (May 4) with 
interest, and should like to add a few notes from our 
own experience. 

4 healthy children who reacted negatively to 10 units of P.P.p. 
were given isoniazid (4-6 mg. per kg. daily) and cortisone 
(2 mg. per kg. daily) simultaneously with (intradermal) B.c.c. 
vaccination.! (Previous experiment had shown that this 
was safe.) The drugs were continued for five weeks in 2 
children and seven weeks in the other 2, when the local 
lesions were excised and examined histologically in all 4 
cases (biopsy leaves a scar no bigger than that of B.c.c. 
vaccination). The combination of these two drugs inhibited 
the local reaction at the site of vaccination (and the regional 
adenitis) so strongly that the site of vaccination became, 
temporarily, almost unidentifiable, particularly during the 
first month. Repeated Mantoux-tests were negative until 
the third month after vaccination, when observations were 
stapped. 


The interest of the histological and biological findings 
in these 4 children stimulated us to a more detailed and 
extensive study? of the influence of isoniazid and 
cortisone on the histological changes at the site of 
inoculation and the biological evolution (allergy- 
immunity) of the reaction to the B.c.G. vaccination. 
These studies showed that : 

(1) The local lesion at the site of inoculation regressed 
rapidly, without the appearance of the characteristic suppura- 
tion. The evolution of the histological process was arrested 
at the stage of a non-specific inflammation. 

(2) The development of allergy was inhibited (negative 
Mantoux-tests) whereas there was no difference in the time 
of appearance or in the titre of agglutinating antibodies 
(Middlebrook-Dubos) between the group of children receiving 
isoniazid and cortisone and a control group. 

Peediatric Clinic, 


Athens University. C. CHOREMIS. 


, Zoumboulakis, D., 
1956, supplement, 


Ibid 


Allamanis, J 
August, 


Liacacos, D., 
Amer. Rev. Tuberc. 


1. Choremis, C., 
Courti, H. 
p. 204. 

2. Choremis, C., 
(in the press). 


Liacacos, D., Lekkou, Z., Drosos, Ch. 
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IN PRISON ON ATTEMPTED SUICIDE 
CHARGES 

Smr,—I was greatly interested in the article by 
Dr. Phyllis Epps (July 27). Her discussion and conclusions 
bear out the findings of the joint committee of the 
British Medical Association and Magistrates’ Associa- 
tion, which produced a statement on the subject in 1947 
to the effect that there was a strong case for so amending 
the law that attempted suicide (excluding attempted 
suicide pacts or incitement of another person to commit 
suicide) would not be a legal offence. This was supported 
by all the medical members of the committee, of which 
I am chairman. The Representative Body of the British 
Medical Association, at its meeting in Brighton in July, 
1956, supported this statement and instructed the 
council further to examine the position with a view to 
taking action. This was referred back to the B.M.A. 
and Magistrates’ Committee, which is now engaged in 
further consideration of the matter. 

London, W.1. 


WOMEN 


Doris M. OpLUM. 


BENACTYZINE IN THE TREATMENT OF 
ANXIETY AND TENSION 

Srr,—Benactyzine hydrochloride (* Suavitil, ‘ Lucidil’), 
a relatively new tranquillising drug, had been found of 
value in the treatment of tension and anxiety states, ? 
and is now widely used in both hospital and general 
practice. Because we were unable to confirm such 
findings, we are reporting the results of a controlled 
clinical trial. 


34 patients of both sexes, admitted to a neurosis unit in this 
hospital, were selected because tension or anxiety was their 
leading symptom. 16 were allocated at random to a treatment 
group and 18 to a control group. Each patient received 
1 mg. of benactyzine three times a day for a week, and 2 mg. 
three times a day for a further three weeks, or an equivalent 
number of identical placebo tablets. Only one of us (D. W.) 
knew whether a patient was having the active or inert 
preparation. 

Each patient was clinically assessed before entering the 
trial and then once a week. The patient was not asked direct 
questions about side-effects, but any spontaneously reported 
were recorded. All patients were assessed clinically and on 
Taylor’s manifest-anxiety scale * on entry and on completion 
of the trial. 

2 patients in the placebo group refused to continue taking 
the inert tablets because they were convinced the tablets 
were responsible for an exacerbation of their symptoms, and 
they began to improve as soon as the drug was withdrawn. 
Another patient in the placebo group and | in the treatment 
group were discharged by their doctors early in the trial period. 

On clinical assessment, half the remaining patients showed 
slight improvement (diminution in the intensity of the symp- 
toms), irrespective of whether they were receiving drug or 


placebo. There was no striking iraprovement in either group. 
Outcome Drug Placebo Total 
No change ‘ ee 7 . 8 a 15 
Slight improvement on 8 e< 7 oe 15 


No significant differences between the two groups were 
obtained on retest with Taylor’s manifest-anxiety scale. In 
both groups patients tended to describe their improvement in 
similar terms. No toxic effects were observed ; a few patients 
in both groups complained of transient blurring of vision and 
light-headedness. 


In the dosage used and for the period of this study, 
benactyzine hydrochloride should, if effective, have pro- 
duced definite improvement; but we could show no 
change attributable to the drug. It could be argued 
that our patients were severely disturbed, and that 
benactyzine hydrochloride would benefit patients with 
milder degrees of tension or anxiety. We do not think 
this is so. The admission of a patient to a neurosis unit 
does not depend on how disturbed he is; most are 
admitted only because outpatient provision is lacking. 

. Beresford Davies, E. Brit. med. .t. i, 480. 


1 
2. Raymond, M. J., Lucas, C. J. Tha, 952. 
3. Taylor, J. A. J. abnorm. qian.) Pennlek. 1953, 48, 285. 

















THE LANCET] 


The patients in this trial do nat differ from patients pot 
admitted to hospital. We therefore conclude that the 
drug is of little value in the treatment of states of tension 
or anxiety either in hospital or in general practice. 

We thank Glaxo Laboratories Ltd., who supplied the 
benactyzine hydrochloride and the dummy tablets. 

Menston Hospital, 


' none Leeds. ; C. P. Gore 
tainhill Hospital, . 
Rainhill, Lanes. D. WALTON. 


WAREN TAY 


Sir,—I have noticed that Mr. Waren Tay’s name is 
misspelt in many modern standard medical works. As 
a student I remember he spelt his name with one ‘“‘r,”’ 
not two. This can be verified by reference to the Medical 
and Dental Directory of the London Hospital, 1939-40, 
and presumably from any old Medical Directory. 


London, W.12. O. Eccrezs. 


DISTRICT NURSES 


Srr,—The district nurse has just had a rise of salary 
of 5%. While others in the same field are claiming more, 
her increased responsibilities to patients and their doctors, 
together with her acceptance of the most exacting 
tasks, often under difficult conditions, deserve greater 
recognition. 

If there is continued loss of prestige and status, 
recruitment to this branch of public-health nursing may 
be seriously affected. It is with great foreboding that I 
contemplate this possibility, for without their efficient 
help the service of the family doctor is bound to suffer. 


Plymouth. O. Liu. LANDER. 


SENSITIVITY TO BROAD BEANS 


Srr,—F avism is an acute hemolytic anemia caused by 
the ingestion of broad beans (Vicia fava) or by the inhala- 
tion of the pollen of the flowering plant. The disease, 
once thought to be localised to certain limited areas, has 
lately proved to be much more widespread. 

Its pathogenesis is still obscure, but we favour the view 
that there are two factors—a toxic effect of the beans 
and an individual predisposition. This opinion is 
strengthened not only by the clinical but also by the 
hematological findings. We were the first to describe a 
peculiar picture of red-cell changes similar to those 
reported in various toxic hemolytic anemias.1 In a more 
recent case we also found Heinz bodies in the red cells.” 


From these and from other considerations it seemed to us 
that favism could be compared to the hemolytic anemia due 
to primaquine, well investigated recently in American Negroes 
by Beutler et al,* Stimulated by this research, we determined 
the blood-glutathione levels in subjects predisposed to favism 
who had had typical crises. They were almost constantly 
diminished.* 

Applying to the same group the test suggested by Beutler ° 
(determination of the glutathione before and after incubation 
with acetylphenylhydrazine) we showed not only a reduction 
but also a striking instability of the glutathione. 

The test enabled us to recognise in the relatives an “ inter- 
mediate ’’ group of subjects with a moderate instability of 
glutathione. 


This finding, if confirmed in a larger series, could 
substantiate the hypothesis that there are apparently 
normal carriers of the trait, to whom the disease is trans- 
mitted genetically. This very interesting point is still 
under investigation. 


G. SANSONE 
Department of Pediatrics “‘ G. Gaslini,”’ G S a 
Universit y of Genoa, Italy. - SEGNI. 


. Sansone, G. Boll. Soc. ital. Biol. sperim. 1956, 32, 454. 

. Sansone, G. Minerva med. (in the press). 

. Beutler, E., Dern, R. J., Flanagan, C. L., Alving, A. 8S. J. Lab. 
clin, Med. 1955, 45, 286. 

. Sansone, G., Segni, G. Boll. Soc. ital. Biol. sperim. 1956, 32, 456. 

. Beutler, E. J. Lab. clin. Med. 1957, 49, 84. 
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BLOOD-COUNTING MACHINE 


Sm,—Annotations in The Lancet usually can be relied 
upon to give a well-informed, well-balanced, and some- 
times entertaining account of a topical subject. It is 
surprising, therefore, that the article on Blood-counting 
by Machine (July 27)—a new and very restricted field— 
should be below standard in all respects. 

The statement that ‘‘A blood-cell counter, using a 
photo-electric cell and electronic counting, was demons- 
trated at the International Hematology Congress held 
in Cambridge in 1950; but progress with it has been 
slow ’’ might be meant to refer to either of the two 
types of counter shown there, one of which is thus 
casually consigned to a metaphorical dust-bin and the 
other ignored. As a co-exhibitor with H. 8. Wolff of the 
mechanical-scanning counter demonstrated, I cannot 
allow the product of several years of work by several 
people to be treated in either way without protest. This 
machine was almost certainly the first to count blood-cells 
with any accuracy. It was the first application of the 
double-scan principle invented by Wolff! while working 
in this laboratory, and by M. G. Storey and D. J. Behrens 
at A.E.R.E., Harwell—a principle which made scan- 
counting a practical proposition. Much work on the 
development of this principle has been carried out by 
J.C. F. Poole, A. H. Tomlinson, and J. M. Hammersley * 
in Oxford, Cooke-Yarborough and Whyard* and Dr. 
Katherine Williams at Harwell, and Hawksley et al. 
and Lagercrantz.5 This work has led to the commercial 
production of the British and American counters using 
the double-scan principle, which are described without 
enthusiasm, or references, later in the annotation. The 
statement that they are ‘‘ notably slow’ (they need up 
to two and a half minutes for a count) and that “‘ a skilled 
technician could do as well” is completely misleading. 
Red-cell counts done in a few minutes, even by skilled 
technicians, are liable to errors of up to 20%.* The main 
advantage of machine-counting is the accuracy which 
accrues from counting very large numbers of cells. The 
British machines count 10,000—20,000 cells in one or two 
minutes, and without observer error. To do as well by 
visual means would require the counting of a comparable 
number of cells by several different observers, entailing 
some man-hours of work. 

It is indeed likely that the mechanical-scanning counters 
will give way to others which are quicker and more 
convenient to use, but it should be recognised that they 
were the first machines to count blood-cells and thus mark 
the beginning of automatic processes which will supersede 
visual counting as surely as mechanical transport has 
superseded the horse. 


Depactment - Pathology, 
Radcliffe Infirmary, 
Oxford. R. G. MACFARLANE. 


Sir,—I join Dr. Discombe (Aug. 3) in deprecating 
red-cell counts. In my department we have not done 
them for ten years. Reliance on such counts and the 
colour index leads to diagnostic and therapeutic errors. 
This applies particularly to the screening of pregnant 
women, with their far-from-rare megaloblastic anzemia 
and coincident iron-deficiency. In my opinion, a red-cell- 
counting machine is not only superfluous but undesirable 
in a routine hospital laboratory. 


Department of Pathology, 


Kingston General Hospital, Hull, 7. A. J. SHILLITOE. 


Sir,—Your annotation indicated that a laboratory 
performing a large number of routine counts would 


1. Wolff, H. Nature, Lond. 1950, 165, 967. 
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benefit from the use of a counting machine. This is borne 
out by an analysis of the work done in our hematology 
laboratory in comparable months before and after the 
installation in May, 1957, of a fluid counting-chamber 
type of machine : 


No. of estimations 


Month Hb Cell counts No. of technicians 
March oe ee ee 533 614 4 
July ‘s “ 732 933 3 


Thus with one technician less we have been able to 
increase the amount of work by 50%. To achieve a 
degree of accuracy comparable with that of a competent 
microscopist, it is necessary, using this machine, to count 
each specimen four times and to average the results. We 
find that a simple electric printing and adding machine 
to perform this calculation enables a team of technicians 
to double the number of counts made in any given time. 

The cost of this equipment was under £900, and it is 
apparent that this sum can be saved within two years by 
the resulting increased efficiency. 

Although we are well satisfied that this machine is a 
valuable asset in a busy laboratory, it requires fairly 
skilled attention, and the ability to recognise when the 
results are not trustworthy requires considerable experi- 
ence; consequently relatively few laboratories would 
benefit from the installation of such a machine as is at 
present available, 


Royal Infirmary of 
Edinburgh. 


E. J. Watson-WILLIAMs. 
Str,—I must confess that we do a red-cell count on 
many of our patients. I agree with all that has been said 
about its accuracy, but I find looking at a film just as 
misleading. Surely, Dr. Discombe will agree that doing 
a count and examining the cells suspended in the counting- 
chamber, and then looking over the film, will give the 
best answer in the greatest number of cases. I am not 
prepared to argue about the economics of the investiga- 
tion, but I wonder if it is not cheaper in the long run. 


General Hospital, 


Birmingham. M. J. MEYNELL. 


DIET AND CORONARY THROMBOSIS 


Srr,—In his valuable review (July 27), Professor 
Yudkin has pointed out that there appears to be a wide 
variation in the coronary mortality between a number of 
countries, all of which have a comparable (though high) 
fat-intake. 

It would be of great interest to know whether the mean 
serum-cholesterol levels of these populations are related to 
their respective coronary mortalities. Most previous 
studies have dealt only with comparisons between coun- 
tries with widely differing fat-intakes; and at present 
we do not know whether the serum-cholesterol level 
bears any direct relevance to coronary disease, or whether 
it merely reflects the level of dietary fat. 


Paddington General Hospital, 


London, W GEOFFREY A. ROSE. 


TRANSFUSION NOT TO BLAME 


Srr,—If, shortly after transfusion, a patient becomes 
anuric, the two events are usually thought to be related 
as cause and effect. If this happens to a woman at the 
time of delivery it is almost inevitable that the patholo- 
gist will be attacked for supplying unsuitable blood, and 
the risk of his being accused of negligence is great. 

Gerisch and Résner!? have now recorded a case in 
which an apparently healthy mother five hours after 
delivery collapsed for no apparent reason, developed 
oliguria and slight icterus, and died after decapsulation 
of the kidneys on the fourth day after delivery. The 
kidneys showed the classical picture of lower nephron 
nephrosis as seen after incompatible blood-transfusion. 


1. Gerisch, G., Résner, J. Zbl. Gyndk. 1956, 78, 1841. 
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This is not the only case in which an apparently 
healthy woman has died with this clinical and patho- 
logical picture, but it is one of the few in which blood- 
transfusion, attempted abortion, clostridial infection, 
quinine ingestion, and eclampsia can reasonably be 
excluded. From the medicolegal aspect, therefore, it 
may be very important, and transfusionists in this 
country, as well as the medical defence societies, should 
be grateful to Gerisch and Rosner for recording this 
case. 


Central Middlesex Hospital, 
London, N.W.10. 


GEORGE DISCOMBE. 
SECOND THOUGHTS ON ANTICOAGULANT 
TREATMENT FOR CORONARY DISEASE 


Srr,—After the late war I first drew attention! to 
the fact that there is no such thing as coronary throm- 
bosis ; and I said this again a few years ago.” 

I still examine two or more cases a week of sudden 
death from coronary disease, and never find a coronary 
thrombosis. I regret, therefore, to see you refer to 
coronary thrombosis in your leader.* 

Four classes of patients die from coronary disease : 

1. Those who die within 24 hours of the start of, the attack. 
These are often referred by the coroner for necropsy. 

2. Those who die in about 10-14 days. 

3. Those who die in the 5th or 6th week. 

4. Those who die (apart from further coronary attacks) a 
year or more later from heart-failure due to myocardial 
fibrosis, caused by diminished blood-supply through the 
affected coronary arteries. 


Besides those in class 1, I see a very few cases each 
year in class 2, none in class 3, and a few in class 4. 

In class 1 there is never a coronary thrombosis nor a 
myocardial infarct, and no endocardial clot. 

In the cases which I see in class 2 there is always an 
infarct and an endocardial clot (by that is meant a clot 
adherent to the endocardium over the site of the infarct ; 
these are usually about the size of a walnut, very 
flocculent and very friable). 

Necropsies in these cases and in class 3 are usually 
done by hospital pathologists. It would be interesting 
to know if there are any statistics to show what propor- 
tion of cases in classes 2 and 3 have cardiac infarcts and 
in what proportion of infarcts there is an endocardial clot. 
If it is not 100% in each case, it would be important, 
because if it could be known which cases were not liable 
to have clots obviously such cases would not need 
anticoagulants. Would the prothrombin estimate help 
in this ? 

It would be interesting to know what is in the physician’s 
mind when he orders anticoagulant treatment. The patho- 
logist supplies a prothrombin estimate. Is it high, normal, 
or low? And does the physician give the anticoagulant in 
either case ? Does he give it in the hope of preventing an 
endocardial clot ? If so, it should be begun before the second 
day of the attack. Or does he give it in the hope that lowering 
the coagulability of the blood will make the endocardial clot 
less flocculent or less friable ? Or is he not thinking about 
it at all but merely adopting some very ambiguous statistics? 

In surgical cases, too, anticoagulants are of dubious value. 
Some time ago I sent a young married woman into hospital 
for operation for ectopic pregnancy. A week after operation 
she had a pulmonary infarct and was at once put on to, and 
kept on, anticoagulant treatment. A week later she had 
another infarct and died. Later I had a woman operated on 
for strangulated femoral hernia. After a week she had a 
pulmonary infarct and was removed to hospital and given 
anticoagulants. A week later she had a severe infarct from 
which she recovered with difficulty. A few days ago she was 
operated on for gangrenous appendix. In view of her previous 


1. Lancet, 1946, ii, 884. 
2. Ibid, 1952, i, 160. 
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history I asked the pathologist if she were more likely than 
others to have an embolus. He could not say, nor could he 
say whether she should have anticoagulants. 

Dr. Aidin * suggested the use of anticoagulants for the 
recanalisation of thrombosed arteries. Apart from an embolus, 
an aneurysm, or a surgically tied artery, I have never seen a 
thrombosed artery, and 1 hope he is not referring to a throm- 
bosed coronary artery. A lady said to me recently, how 
could you get a clot forming in an artery repeatedly being 
squeezed by the heart beat? We know that thrombosed 
veins clear up quickly by absorption or canalisation. I myself 
have treated several cases which cleared by using an elastic 
adhesive bandage only—not even lying up—but that is very 
different from the calcified atheromatous artery of athero- 
sclerosis. 

To anyone like myself who sees the gross pathological change 
which has taken place by the time a coronary attack has 
occurred, the idea of curing this by anticoagulants seems 
incredible, though there may be some hope in surgery. The 
real hope lies in finding the cause, and then the prevention ; 
and in early diagnosis which has not yet been achieved. It 
is not generally recognised how very gradual the progress of 
the disease is. It is usually over many years. It is not 
uncommon to see the atheromatous deposits in small amounts 
in the coronary arteries of children. Of course it is also found 
in other arteries. 


In class 1 the more or less sudden death follows the 
complete, or near-complete, sudden cutting off of the 
blood-supply to the heart-muscle, causing it to cease 
to contract. 

The hospital pathologist should tell us what is the 
exact cause of death in class 2 and in class 3. The 
physician could perhaps help. 

With this knowledge, the statistics could be broken 
down to show the number of deaths in class 2 and class 3 
and numbers in each class which had, or had not, had 
anticoagulants. This might then show if these drugs 
have any effect on this illness, and, if so, how long they 
should be continued—e.g., it might show that they are 
beneficial in class 2 (the infarct stage) and harmful in 
class 3 (? the embolus stage), or vice versa. 

Worthing. W. O. Pitt. 


Parliament 


Supplies of Poliomyelitis Vaccine 


In an adjournment debate on July 31 Mr. JoHN CRONIN, 
F.R.C.S., suggested that as poliomyelitis vaccination was 
proceeding rather slowly the Ministry of Health should 
use the Salk vaccine and that the present virtual ban on 
its import should be removed. He agreed that the 
Minister’s caution was to some extent justified because 
in 1955 a couple of hundred cases of poliomyelitis 
occurred in the United States which arose from the 
vaccine, but since then regulations in the United States 
had been tightened and so far over 100 million injections 
had been given without any serious ill effects. He thought 
that the House would like to be assured that the ban 
was not purely for research reasons. It had been suggested 
that the Medical Research Council was anxious to have 
the results of the English vaccine assessed without the 
complication of a foreign imported vaccine to interfere 
with the figures. He regretted that the medical pro- 
fession had not been informed why the import of the 
vaccine had been banned. Unsolicited gifts of the vaccine 
were allowed to enter the country. This privileged 
traffic was increasing and was not without danger, for 
the vaccine, if it was to retain its potency, must be 
properly handled. 

Mr. J. K. VAUGHAN-MORGAN, parliamentary secretary 
to the Ministry of Health, said that though it was still 
not thought appropriate to issue a licence for general 
importation of Salk vaccine, the Ministry had not wished to 
exercise a rigid control over people who had been sent 
small quantities of the vaccine for family use. The 
Customs were authorised to release these gifts where 
it was clear that a doctor had taken responsibility for 


4. Ibid, July 13, 1957, p. 97. 





injection. The Ministry followed this up by explaining to 
the doctor concerned that the vaccine did not necessarily 
conform to the standards of potency and purity required 
of the English vaccine. A Board of Trade import licence, 
carrying with it authority to incur dollar expenditure 
was not available for such purchases and no parcel had 
been reported which had not been a gift. The numbers 
of such parcels for the last three months were 33 in 
May, 48 in June, and 53 in July. In addition, there 
might be parcels brought by travellers—small quantities 
of vaccine for their families. It had never been the 
practice of the Customs and Excise to prevent the 
import by travellers of small amounts of medicaments 
for their own use, and no change in this practice seemed 
to be called for. So far as he knew, there was no evidence 
that larger quantities for other than personal use were 
being brought into this country. Unless there was a 
radical change in the present pattern he would not feel 
justified in interfering with what was a personal decision 
of individual parents who had been sent gifts of Salk 
vaccine, or who brought small quantities in with them 
on their return to this country and whose doctors were 
prepared to take responsibility for injection. The 
Ministry’s responsibility was to see that those who 
received these gifts were made fully aware of the issue 
at stake. 

Turning to the wider question of the importing of 
Salk vaccine on a national basis he recalled that on 
May 15 the Minister had said : 


When drawing up our scheme we decided, on expert advice, 
that the vaccine to be used in this country should have a 
composition different in certain respects from that of American 
vaccine which is made from strains of virus including the 
virulent Mahoney strain. 


The advice given by the Medical Research Council 
and others concerned had not changed. If, in the light 
of experience, other and different expert advice was 
given, the Ministry would be ready forthwith to reconsider 
their policy. 

Mr. CRONIN interposed: Obviously, the hon. Gentle- 
man cannot ignore his medical advisers, but he certainly 
has the right and the responsibility to point out to them 
that 100 million injections of the Salk vaccine have been 
given without any untoward incident at all. Therefore, 
how can there be any serious question of the vaccine 
being dangerous ? 

To which Mr. VAUGHAN-MORGAN asked at what 
stage did the vaccine become safe? How many years 
after the Cytter incident was it safe ? If one litre of the 
stuff went wrong, and a litre was enough to vaccinate 
500 children, we might have a repetition. Was it not 
clear that we should keep absolutely to the high standard 
we had already observed ? We had never had anything 
go wrong with the British vaccine. The advice that he 
had received still stood. The reason for it was the 
prevalence in the Salk vaccine of the Mahoney strain, 
which we did not have in our material and which was 
much more virulent than our own Brunenders strain. 
If any virus survived the manufacturing process and 
remainéd undetected by tests, the Mahoney strain 
was a paralysing virus and the Brunenders strain was not. 
It was surely inconceivable that we should import Salk 
vaccine on any scale without the very careful tests which 
the Medical Research Council applied. 

These tests took three months to apply. If we added 
to those three months the time for distribution we should 
have made it pretty well impossible to distribute the 
vaccine so as to be of any help in the coming year. 

Mr. ARTHUR BLENKINSOP: Could the Minister explain 
why, if he has decided to allow the unsolicited gifts 
to come through and to be used, and, therefore, not 
destroy the individual decisions of parents provided 
that the doctor is willing, similar provision cannot be 
allowed for those parents who are willing to pay for the 
import of Salk vaccine—agdin provided that it is 
administered under proper medical supervision and with 
proper medical guarantees ?—Mr. VAUGHAN-MORGAN 
suggested that this might create two classes, the privileged 
and unprivileged. The Ministry’s policy was 
consistent. If the vaccine was an unsolicited gift, it w: 
allowed to come here. What they had been discussin; 
was the Salk vaccine as opposed to the British vaccin 
There was no change in their vie-y about that. 
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N.H.S. and the Private Patient 


On July 31, two days before Parliament rose for the 
summer recess, Mr. JOHN Hatt and Mr. RoNALD BELL 
introduced the National Health Service (Amendment) 
(No. 2) Bill, which would have the effect of allowing 
private patients to get drugs, appliances, and optical 
services through the service. The Bill is in the nature 
of a legislative gesture, for it can in fact make no progress 
this session. 


QUESTION TIME 
Naming the Hospital 


Mr. Matcotm MacPuerson asked the Secretary of State 
for Scotland the names of hospital A and hospital B referred 
to in the annual report of the General Board of Control for 
Scotland for 1956.—Mr. Joun Mactay replied: I am 
informed by the board that these hospitals were Woodilee 
Mental Hospital, Lenzie, Glasgow, and Glengall Mental 
Hospital, Ayr, respectively. Mr. MacPHEerson: Will the 
Minister suggest to the board that in its future reports it 
should give names? Is it not a rather dangerous practice 
to refer, as in this year’s report, to incidents without giving 
an indication of where they took place and what hospitals 

were concerned ?—Mr. Mactay: The report is the responsi- 
bility of the board, but I will certainly ensure that the hon. 
Gentleman’s remarks are drawn to its attention. 


Group Practice in Scotland 


Miss MARGARET HERBISON asked the Minister how many 
applications were made by doctors in 1956 for loans to help 
to set up group practice; and how many were approved.— 
Mr. Mactay replied: 24 applications were considered in 1956 
and 10 were approved. Miss Hersison: Can the Minister 
give any reason why 14 were turned down, since the Govern- 
ment themselves seem to agree that group practice ought to 
be encouraged ? Was it because only £12,000 has been 
allocated to Scotland for the setting up of group practices ?— 
Mr. Mactay: The number of loans approved is governed by 
the amount of money which the profession has agreed to 
set aside from the general remuneration pool. The amount 
for Scotland is £12,000 per annum, and the ten loans in 1956 
took £11,700. 

Payment of G.P.s 


Mr. G. W. LaGpEN asked the Minister of Health whether 
he would arrange for general medical practitioners to be paid 
monthly instead of quarterly, as at present, without having 
to make a special case on grounds of difficulty or hardship.— 
Mr. VAauGHAN-MorGAN replied: In agreement with the 
General Medical Services Committee, I propose that, as from 
the quarter beginning in October, executive councils should be 
enabled to do this after consultation with the local medical 
committee. The necessary amending regulations will be laid 
before the House as soon as possible. 


Consultants (Retirements) 


Mr. K. Ropryson asked the Minister of Health the number 
of retirements of consultants from the hospital service in 
each of the last five years for which figures are available ; 
and, also, the figures in terms of whole-time equivalents. 

-Mr. VAvuGHAN-MorGAN: The figures for whole-time 
equivalents asked for are not readily available, and on this 
I am communicating with the hon. Member. 

Following are the figures : 

Number of consultants 
leaving the Hospital and 
Specialist Service— 
England and Wales 
168 
162 
158 
146 
144 


Year ending 


1953 
1954 
1955 
1956 
1957 


June, 

June, 

June, 

June, 

June, 

Separate figures for resignations, retirements, and deaths 
are not available. 


Control of Malaria 
Malaria has been eliminated in the following territories : 


Aden Colony, Antigua, British Guiana (coastal areas), 
Mauritius, Nevis, St. Kitts, St. Vincent, Singapore, 


Cyprus, 
Tobago. 

In the following territories projects aimed at its elimination 
are in progress or are being prepared : 


British Honduras, Dominica, Grenada, Jamaica, North Borneo, 
Sarawak, St. Lucia, Trinidad, Zanzibar. 
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Notes and News 


PENSIONS, ALLOWANCES, AND BENEFITS 


At the end of 1956, the Ministry of Pensions and National 
Insurance! was paying nearly 840,000 war pensions, some 
3#/, million family allowances to families containing about 
81/, million children, over 4'/, million retirement pensions, 
470,000 widows’ benefits and guardians’ allowances, and 
about 140,000 industrial disablement pensions. During 1956 
new claims for sickness benefit totalled about 7*/, million, 
for maternity benefits over 750,000, for unemployment 
benefit over 2'/, million, and for industrial-injury benefit 
over 820,000. The combined cost of these and other benefits 
being paid by the Ministry was at the rate of £870 million 
a year at Dec. 31, 1956, more than half of it on retirement 
pensions. 


Family Allowances 

At the beginning of the year 64% of the families receiving 
allowances had two children under the age-limits; nearly 
231/,% had three children; 8% had four; and over 4*/,% 
had five or more. Family allowances were increased to 10s. 
a week for third and younger children from Oct. 2, 1956, and 
the age-limit for schoolchildren and apprentices raised to 
18 from Aug. 1. About 1,200,000 families have benefited 
from the increased allowance and between 80,000 and 90,000 
from the higher age-limits. 


Disablement Benefit 

Of the 140,000 disablement pensioners, 80,000 were 
receiving special hardship allowances, and 1260 pensioners 
constant-attendance allowances, About 660  hospital- 
treatment allowances were being paid. The total estimated 
cost of disablement benefit and supplementary allowances 
for the year was about £16*/, million. Medical boards made 
about 309,000 examinations in 1956. During the year 14,551 
appeals by claimants were dealt with by fourteen medical 
appeal tribunals and 39% resulted in a decision favourable 
to the claimant. A further 5406 cases were referred to the 
tribunals by direction of the Minister and of these, 24'/,% 
resulted in a variation of the assessment in the claimant’s 
favour. 


Sickness Benefit 

New claims in 1956 (52 weeks) totalled 7,762,000, compared 
with 7,919,000 the previous year (53 weeks). The number of 
current claims reached the peak (1,231,000) at the end of 
February, fell to under 800,000 in mid-July. Cost of sickness 
benefit for the year ended March 31, 1956, was £99"/, million. 


War Pensions 

The 840,000 war pensions? which were being paid included 
about 601,000 disablement pensions. Although about 17,000 
of the pensions relating to the 1939 war were discontinued 
last year the drop was offset by about 6700 new awards— 
4720 for service since the end of the war. At the end of 1956 
the number of 1939 war disablement pensions being paid was 
about 351,000 compared with about 360,000 a year earlier. 
During 1956 about 113,000 pensioners of the 1939 war were 
examined by medical boards and about 66% had their current 
assessments continued unaltered. The total number of 
examinations by medical boards for all purposes during the 
year was about 132,000. Most of the disablement pensions 
for the 1914 war were stabilised many years ago but some 
625 were increased during 1956 because disablement had 
worsened. The number of 1914 war disablement pensions in 
payment at the end of 1956 was nearly 250,000 compared 
with about 262,000 at the end of 1955. 

Medical and surgical treatment for war-pensioners in 
England, Wales, and the Irish Republic is provided by the 
Ministry of Health at former war-pensioner hospitals. Nearly 
8500 inpatients were discharged from these hospitals after 
treatment (or died) in 1956 and the number of outpatient 
attendances was about 5900. At the end of 1956, 460 war 
pensioners were under treatment as inpatients of these hos- 
pitals ; and 697 were being treated as inpatients and nearly 
7000 as outpatients by contractual arrangements with other 
institutions outside the National Health Service. During 
1956 729 inpatients were admitted to Edenhall Hospital, 
pasate the principal Scottish centre for hospital treat- 
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ment of war-pensioners ; oe the Princess Louise Hospital, 
Erskine, Renfrewshire, which receives war-pensioners as 
inpatients under an arrangement with the Western Regional 
Hospital Board, treated a further 373 in 1956. 

During the year 4387 artificial legs and arms were supplied 
and 38,805 repaired. The number of invalid chairs and tri- 
cycles in service at the end of 1956 was 5817; the number 
supplied during the year was 1173. The number of motor- 
cars in service at the end of 1956 was 1895, and 67 were issued 
during the year. 


INCREASED REMUNERATION OF FAMILY DOCTORS 


In June! the Ministry of Health announced the general 
arrangements made, after discussions with the medical 
profession, for the distribution of the 5% increase in the 
remuneration of family doctors. The increases in capitation 
payments and loadings were to be made by not later than 
July 31. Further details * are now given of the other increases 
which will be applied as from May 1, and paid at the end 
of the September quarter. 


Initial Practice Allowances.—The basic payments have been 
revised as follows : 


Past Revised 
lst year rw £600 — £750 
2nd year a £450 = £562 10s. 
3rd year as . .£200 — £250 


The general conditions will continue to apply, apart from con- 
sequential changes in the income-limits. 

Hardship Payments.—The basic payment is increased from £350 to 
£420 per annum ; it is to be decreased by 11s. (instead of 9s.) for 
each person on the doctor’s over 500. The payment for any year 
is limited to the ———, needed to bring the doctor’s income up 
to £1500 (instead of £1250 

Supplementary Annual Payments.—The basic payment of £250 
should be increased to £300 per annum. It should be increased by a 
special additional fee of 12s. (instead of 10s.) for each patient in the 
range of 301-500 and reduced by 12s. (instead of 10s.) for each 
patient beyond 500. 

Trainee General Practitioners.—The maximum allowance in 
respect of the salary and board and lodgings of a trainee general 
practitioner is to be increased to £850 per annum. 


REABLEMENT AFTER AMPUTATION 


Unuaprpity the word “ amputee,’’ indicating the patient 
rather than (as one might expect) the part amputated, seems 
to be accepted, as in the title of a new booklet * describing 
the principles drawn up by a subcommittee of the Western 
European Union. It deals with the réles of all concerned ; 
mental and physical preparation (including general and local 
exercises); bandaging techniques; types of prosthesis, and 
training in their use; and follow-up arrangements. The 
booklet emphasises the importance of early use of the limb, 
often with temporary prostheses, including (for the arm) 
a gauntlet which will hold cutlery, pencils, &c. 


CHANGES IN THE NATIONAL DIET 


Last year * we gave an account of the 1954 annual survey 
of food-consumption. 1955 was the first full post-war year 
without rationing, but no major changes in consumption are 
evident in the report now issued. The increase in food 
purchases was only 1%, compared with 4% in the previous 
year, and, in terms of pounds per head, the only striking 
increase was in meat (6%). There was a slight fall in the 
total purchase of bread, which, together with the lower 
extraction-rate, was held responsible for a fall in consumption 
of B-complex vitamins; but the amounts of these vitamins 
consumed have not, as ‘yet, fallen below those recommended 
by the British Medical Association committee. * 

Fat-consumption was the same at 107 g. per head daily ; 
the percentage of total calories supplied by fat was 36-6, 
compared with 36-5 the yeas before. The percentage ranged 
from 36-0 to 36-9 in the lower-income groups, and was not 
directly related to income ; but where the head of the house- 
hold earned £15 or more a week the percentage was 38-7, and 
where he earned £24 a week or more it was 40-8. In London, 
which is considered separately for the first time, the percentage 
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was higher than the average ; Londoners paid less for their 
food than others, and ate more meat, fish, fruit, and milk, 
but less bread. 


CLINICAL RESEARCH IN SCOTLAND 


EaRuier this year the Ministry of Health issued a memo- 
randum on arrangements for coérdinating and financing 
clinical research. The Department of Health for Scotland 
has issued a corresponding memorandum? with broadly 
similar provisions. It refers to the Scottish Hospitals Endow- 
ments Research Trust,* and to the Advisory Committee on 
Medical Research in Scotland. This committee was appointed 
by the Secretary of State in 1950 to advise him on the dis- 
charge of his statutory function in making provision for 
medical research. It is a scientific committee, and, as its 
name implies, it is advisory only ; it has no funds of its own ; 
two of its members are nominated by the Medical Research 
Council. It now advises not only the Secretary of State but 
also regional hospital boards, boards of management, the 
Endowments Research Trust, and any other body see 
expert advice on the financing of medical research in Scotland. 
Research-workers may also seek the committee’s advice 
on the form of their research programmes. Its joint secretaries 
are Dr. J. M. Johnston (Department of Health for Scotland) 
and Dr. F. J. C. Herrald (Medical Research Council). 


RAUWOLFIA 


Papers read at a symposium in Calcutta, and now published 
together,‘ dealt’ with the geographical distribution, propaga- 
tion, cultivation, habitat, general morphology, flowering and 
fruiting habit, diseases, pharmacognosy, assay, adulterants, 
and economic importance of Rauwolfia serpentina. Attention 
was also paid to the detailed morphology of R. canescens, 
and to the chemistry of its alkaloids and those of R. serpentina. 
Of pharmacological interest is a paper comparing the anti- 
fibrillatory activity on the dog’s heart in situ of serpentine, 
ajmaline, and quinidine. The general pharmacological 
properties of extracts of R. serpentina, the metabolism of 
reserpine, and the comparative activities of this compound 
and of total alkaloidal extracts were also discussed. A number 
of papers were read on the clinical application of rauwolfia 
in hypertension and psychiatry. Research-workers using 
reserpine and the other alkaloids of R. serpentina and 
R. canescens will find this publication of interest. 


A HUNTERIAN STORY 


A NEW novel® by Garet Rogers is a cloak-and-dagger 
romance with the anatomist’s scalpel thrown in. Racily 
written, with an eye for the grisly and the picturesque— 
qualities in which the London of John and William Hunter 
was certainly not lacking—it is set in 18th-century Covent 
Garden and Earl’s Court, which provide a technicoloured 
rather than a Hogarthian setting: and, against this back- 
ground, the chief characters—unlike most of the objects that 
come their way—are elaborately dressed up rather than care- 
fully dissected. 

Though we possess a number of workmanlike biographies 
(notably that by Dr. Guthrie), John Hunter still awaits his 
Boswell, In the meantime he is in danger of becoming, through 
no fault of his own, something between the patron saint of 
surgeons and the greatest bore in surgical history. His spirit 
is invoked to inspire all the more dubious surgical ventures ; 
and he is being quoted, sometimes flagrantly out of a 
more often than any other pioneer of the past. 
generations of Hunterian orators, we know all about the snk 
of his life, his background, his work, his health, his tastes, his 
habits, his hobbies, his predecessors, his contemporaries, and 
his successors : but, by the very nature of their task, even the 
most learned and inspired of orators can tell us little about the 
complex personality of the man himself. Neither can Miss 
Rogers : and the sheer entertainmenv value of her book would 
have been greater—at least to doctors—if she had chosen the 
heroes for his romantic tale from less exalted company. 


See Lancet, 1957, i, 985. 

. 8.H.M. 57/60. 

See Lancet, 1957, i, 676. 

Proceedings of the Symposium on Rauwolfia held under the 
auspices of the Pharmaceutic. and Drugs Committee of the 
Council of Scientific and Industrial Research at the All-India 
Institute of aveeee and Public Health, Calcutta, Oct. 17-19, 
1955. Pp. 240. Indian Journal of Pharmacy, 1956, 18, nos. 4-7. 
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5. Brother Surgeons. By GARET RoGErRS. London: Putnam. 1957. 
Pp. 479. 16s. 
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POSTPONING RETIREMENT 

From Aug. 5 retirement pensioners under the age of 70 
(65 for women) who are working or who return to work can 
earn a bigger pension. 

By giving up their pension (including, for a married man, his 
wife’s pension based on his insurance) for the time pone, — bs | 
paying full national insurance contributions they will ad 
a week to their eventual pension for every twenty- -five AW A 
paid for weeks of employment. At the same time married men with 
a wife over 60 will be adding 1s. a week to her pa on their 
insurance. On retiring again, or on reaching age 70 (65 for women), 
if they continue to work beyond that age, they will start to draw the 
increased pension. If they fall sick or lose their job after cancelling 
salieomens @ they will be eligible for sickness or unemployment benefit 
while under 70 (65 for women). This opportunity is not open to 
wives with pension on their husbands’ insurance or to most “ late- 
age ’’ entrants into insurance. But it is open to widow pensioners 
between 60 and 65 years of age. A leaflet N.1.92 explaining the new 
arrangements and containing an application form is being sent to 
all pensioners who are known to be working and whose pensions 
are affected by earnings. 7 of the leaflet can be had from any 
local Pensions and National Insurance office. 





University of St. Andrews 

Dr. Mary Coyle has been appointed to a lectureship in 
midwifery in the department of midwifery and gynecology, 
Queen’s College, Dundee. 

Royal College of Surgeons of England 

At a meeting of the council held on Aug. 1 with Sir James 
Paterson Ross, the president, in the chair, Mr. W. M. Capper 
was admitted to the court of examiners. Mr. Rodney Smith 
was admitted as the first Penrose-May surgical tutor. 

It was reported that Sir Russell Brock would give the 
Bradshaw lecture at 2.30 p.m. on Dec. 11, the day of the 
annual meeting of fellows and members. The date of the 
provincial meeting in Cardiff was fixed for Saturday, Sept. 27, 
1958. 

A gift of £20,000 from the Coulthurst Trust for the pro- 
vision of the new library reading-room, and a grant of £2500 
for three years from the Leverhulme Trust for a senior research 
fellow in biochemistry in the department of physiology, were 
reported. It was reported that the petition of the college 
for a supplemental charter had been signed by the Queen in 
Council on July 31. 

Lieut.-Colonel P. D. Stewart was awarded the Mitchiner 
medal and Squadron-Leader E. R. McGuire was awarded the 
Lady Cade medal. The Handcock prize was awarded to 
A. W. Asscher (London Hospital Medical College). 

Postgraduate diplomas and diplomas of membership were 
granted to the candidates named in the report of the comitia 
of the Royal College of Physicians in our last issue (Aug. 3, 
p. 249). 

Committee on Welfare of Sick Children 

A committee has been appointed by the Central Health 
Services Council to study the arrangements made in-hospitals 
for the welfare of ill children—as distinct from their medical 
and nursing treatment. The members are : 

Sir Harry Platt, F.R.c.s. (chairman), Prof. Norman Capon, F.R.c.P., 
Mr. P. H. Constable, F.H.A., Mr. Charles Gledhill, F.R.c.s., Mrs. 
Elizabeth Hollis, B.sc. (Econ.), Miss M. Janes, 8.R.N., Miss M. E. 
John, A.M.1.A., Miss C. A. McPherson, M.A., Dr. F. M. Rose, Dr. 
W. P. H. Sheldon, F.R.C.P., Dr. Elizabeth Tylden. 


The secretary is Mr. R. G. Lavelle, Ministry of Health, Savile Row, 
London, W.1. 


Medical Research Council 


The council announce that they have made the following 
travelling awards for 1957-58 : 
Rockefeller travelling fellowships in medicine.—Dr. J. Butler, senior 


registrar, medical orofessorial unit, Queen Elizabeth Hospital, 
Birmingham ; Dr. I. Cranston, assistant to the regius professor 
of medicine, U niversity of Oxford; Dr. D. A. Heath, lecturer in 


University of Birmingham; Dr. F. P. Muldowney, 
university tutor in medicine, St. Vincent’s Hospital, Dublin; Dr. 
Dt L. Nicholas, lecturer in zoology, University of Liverpool; Dr. 
R. Webster, senior lecturer, department of chemical pathology, 
Guy's Hospital Medical School, London. 
lerle travelling fellowship in medicine.—Dr. A. M. Dawson, 
registrar, department of medicine, Postgraduate Medical School, 
in tuberculosis.— 


London. 

Dorothy Temple Cross research fellowshi Dr. H. P. 
Lambert, registrar, University College Hospital, London. 

Alexander Pigott Wernher travelling fellowships in ophthalmology 
and otology.—Dr. R. P. Sageee, officer in charge, Royal Air Force 
acoustics laboratory ; Dr. M. Maurice, member of the scientific 
staff, M.R.C. ~~ AR research unit, Institute of Ophthal- 
mology, London; Dr. J. 8. Speakman, resident in ophthalmology, 
Toronto General "Hospital, Toronto. 

French exchange scholarships in B. L. 


pathology, 


medical science.—Mr. 


Silver, research scholar, University College, London; Dr. Constance 
Work, first assistant, department of chemical pathology, University 
College Hospital Medical Se hool, London. 

Lilly foreign fellowships.—Dr. L. J. 
OR AE + 20 : 
in therapeutics, University of St. 


P. Duncan, lecturer in 
University of Edinburgh: Dr. R. F. Mahler, lecturer 
Andrews. 


APPOINTMENTS — Ee MARRIAGES, AND DEATHS 
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Feet and-Mouth Disease Research Institute 

Prof. H. B. Maitland has been appointed a member of the 
governing body of this institute, and Prof. E. T. C. Spooner 
has retired. 


Royal Medical Benevolent Fund 

At the annual general meeting of this fund on July 31, 
the following honorary officers were elected: president, 
Sir Henry Tidy; hon. treasurer, Mr. F. A. Juler; and hon. 
secretary, Dr. T. Anwyl-Davies. 


Association of Clinical Pathologists 

During the 1957-58 session this association is arranging 
weekend postgraduate courses in London, primarily for 
pathologists of consultant or s.H.M.o. status. The first, 
which will be held on Nov. 1 and 2 at the Institute of Urology, 
will be on the pathology of genito-urinary diseases. Further 
particulars may be had from Dr. C. E. Dukes, 1, Queen Anne 
Street, W.1. 


Increased Pay for Nurses 

By a Whitley-council decision 200,000 hospital nurses and 
midwives and 30,000 public-health and domiciliary nurses and 
midwives in England, Wales, and Scotland are to receive a 5% 
pay increase, backdated to July 1. The increases will be £13—-14 
a year on the training allowances for student-nurses, £21-27 
for staff nurses, £25-31 for ward sisters in general hospitals 
(slightly more in mental hospitals), and up to £65 fqr matrons. 
The increases will cost £4'/, million in National Health Service 
hospitals. 


Overtime in Mental Hospitals 

Further particulars of the ban on the working of over- 
time by mental-hospital staff (see Lancet, July 27, p. 196) 
have now been announced by the Confederation of Health 
Service Employees (Times, Aug. 2). It will begin on Sept. 1 
when nurses will stop overtime for a month at mental hos- 
pitals at Goodmayes, Essex (1356 beds), Bridgend, Glam- 
organ (2338 beds), and Bodmin, Cornwall (1288 beds). The 
ban will be imposed at three further hospitals on Sept. 14 
and from then on 54 hospitals, in relays over England and 
Wales, will be undergoing a month’s ban at any particular 
time. The confederation is imposing the ban “ to emphasise 
the general dissatisfaction with conditions of service. 


Appointments 


BATTEN, J. C., M.D. Lond., M.R.c.P.: consultant physician, St. 


George’s Hospital, London. 


BUCKLEY, A. R., M.B. Camb., M.R.C.P.: senior M.O., East Midlands 
gas board. ne 
POMRYN, M.B. Lond., D.P.M.: consultant psychiatrist, 


tacts Tibepital, Beverley. 


Western Regional Hospital Board, Scotland : 

ANDERSON, J. K., M.B. GI .: group medical superintendent, 
board of management ‘or Glasgow Royal I and 
associated hospitals. 

CHISHOLM, E. A., M.B. G 
orthopeedic surgeon base 

CHRISTIE, J. F., M.B. Glasg., F.R.F.P.S, : 
Western rage bo ga 

Dovetas, J. L., Glasg., F.R.C.S.E.: consultant surgeon, 
Hairmyres Hospital, East Kilbride. 

HARPER, JAMES, M.B.E., M.B. Edin., M.R.C.P.E., D.P.M. : consultant 
Rey chiatrist and phy: sician- superintendent, Crichton Royal 

— | as? ~ ge 

ILAND, M.B. Lpool, D.c.P.: assistant bacteriologist based 

at Avnet Central Hospital, Irvine. 

Imriz, A. H., Glasg., F.R.C.P., F.R.F.P.S. : 
cian, Royal. legumes, Glasgow 

Levy, I. A., M.B. Glasg., D.A. assistant aneesthetist based at 
the Western Infirmary, Glasgow 

McCaLL, J. K., M.B. Dubl., D.O. : assistant ophthalmologist based 
at the Eye Infirmary, Glasgow. 

NorRRIS, WALTER, M.B. Glasg., F.F.A. R.C.S. : 
thetist, Glasgow Royal Infirmary. 

WEYMES, CAMERON, M.B. Edin., D.P.H.: deputy group medical 
superintendent, Glasgow Victoria hospitals. 


.» F.R.F.P.S., F.R.C.S.E.: assistant 
at Victoria Infirmary, Glasgow. 
consultant E.N.T. surgeon, 


consultant physi- 


consultant anzes- 


Bist, Mariage, ead Deaths 


DEATHS 


Hewat.—In Edinburgh, on Aug. 3, Andrew Fergus Hewat, M.D., 
F.R.C.P.E., past president of the Royal College of Physicians of 
Edinburgh, only son of the late Archibald Hewat, F.F.A., 
F.1.A., and grandson of the late Andrew Fergus, M.D., F.R.F.P,S. 
of Glasgow. 

JOHNSTON.—On July 9, David Johnston, M.B. Glasg., 63, Shrewsbury 
Road, Birkenhead, aged 65 years. 
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The pathway of 
infection is 


broad and open 
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INDICATIONS 


BACILLARY DYSENTERY 
TREATMENT OF THE CARRIER STATE 


Inevitably, someone succumbs. When the symptoms of = PRE- AND POST-OPERATIVE USE IN INTESTINAL 
bacillary dysentery become evident, “Thalazole’ is eres 

indicated for immediate administration. The effect of 
this is dramatic. Within a few hours griping ceases and 
diarrhoea is markedly reduced. Rapid convalescence 
may be anticipated. 


SUPPLIES 
Tablets of 0-5 gramme and a suspension contain- 
ing 0-75 gramme per fluid drachm (3-6 c.c.). 





Detailed literature is available on request 


‘THALAZOLE’ 


trade mork br 
‘ 
PHTHALYLSULPHATHIAZOLE 


MANUFACTURED BY 


MAY & BAKER LTD 


An M&B brand Medical Product MA4548 


W MMMHHHHHTHT@7@@q~7@7=Z7?T7T77T7T7ZT7~_TTV7T7#7T7T7Tz7Tq7~=7z=7772/MTT77777ZH—HZHTXHCTH@_|T/TZ7Z_CTZHZT~/TVTzX7TXHT!M|HCZCHTVZZHCHT7_@TVX=Z{XZ7/]™]/7TW@777Z7Z7?Z=TMMMMM1'111b a, 


DISTRIBUTORS 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD > DAGENHAM 
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OXYGEN... 


Supplied in the following sizes, complete with 





breathing mask and connecting tube :—- 


wherever 
the need with 


LIGHTWEIGHT 
PORTABLE 
OXYGEN 

EQUIPMENT. 


A Completely new lightweight 
design for domiciliary, 
surgery and hospital use 




















Type Oxygen Capacity | Approx. Weight 
D.H. 120 120 Litres 3 Ib. 2 oz. 
D.H. 170 170 Litres 3 Ib. 12 oz. 
D.H. 240 240 Litres 5 Ib. 0 oz. 
D.H. 530 530 Litres 9 Ib. 8 oz. 








Simple and safe to operate 


THE WALTER KIDDE ¢* 1” ® 





- All cylinders Home Office approved 








BELVUE ROAD, NORTHOLT, MIDDLESEX 


Telephone : 


24 


WAXLOW 106! 














Tue Lancer] THE LANCET GENERAL ADVERTISER 


[Aucust 10, 1957 





+ nA ai ng 





Scadhiwe and Werth... 





PHILIPS 








D 





for people of all ages 


So many people would feel all the better for the stimulating warmth 
and sunshine provided by Philips Health Lamps. For instance, when 
used under medical guidance, these lamps are often remarkably 
successful in treating rheumatic complaints and debilitated conditions. 
Two types of lamp are available, both requiring a signed medical 
certificate to enable the patient to purchase. 


Philips Infra-red INFRADPHINL 


Philips Infraphil was used in the medical centres at the last two 
Olympic Games. It is most valuable in alleviating the pain of arthritis, 
rheumatism and muscle-strain. 

Infraphil Infra-red Lamp (made in Holland) Price: £3 3. 0d. 

also available de-luxe model “‘A”’ Price: £4 4s. Od. 


Philips Ultra-violet SUNLAMP 


Philips Sunlamp gives the blessing of “* Mountain sunshine ’°— a boon 
in convalescence and, as many doctors know, is useful for treating skin 
troubles, such as psoriasis. 

Ultra-violet Sunlamp (made in Holland) Price: £5 17s. 6d. 


PHILIPS ELECTRICAL LTD 


ELECTRICAL APPLIANCES DIVISION 


Century House « Shaftesbury Avenue + London « W.C.2 











(INF2085A) 
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The 
MERCK SHARP & DOHME 


‘Hydro 


Quartet 


Hydrocortisone preparations for the treatment 
of lesions of the SKIN, JOINTS, NOSE AND EYES 


OINTMENT 


‘ilydrod : 
ydroderm 
*HYDROCORTONE’- 
NEOMYCIN - BACITRACIN 


For inflammatory conditions of the 
skin, especially when infection is 
present. Tubes of 5G. and 15C. 


TABLETS 


‘Hydrodyne’ 


Anti-inflammatory, anti-rheumatic, 
analgesic therapy for rheumatic 


and allied diseases. Bottles of 100. 


NASAL SPRAY 


‘Hydrospray’ 


*‘PROPADRIN’- NEOMYCIN 


Safe nasal therapy for hay fever, 
rhinitis, polyposis and similar 
allergic conditions. 

Spray bottles of 15 ml. 


EYE DROPS 


‘Hydroptie’ 


For inflammatory lesions of the eye, 
especially when infection is present. 
Plastic applicator of 5 ml. 


Fuller details on application 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 


Product names in inverted commas are Trade Marks 
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‘You see, it’s a food drink 


as well as a nightcap!’ 





Bourn-vita is made from 
malt, milk, sugar, 


cocoa and eggs 








sleep sweeter 


BOURN-VITA 


made by CADBURYS 
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ey cestral habits... 


When the Mediaeval King put aside his arms and stood 
alone, coldly footing it in chilly castle chamber, why the 
frowning concern with hair ? ‘Was it the scalp worry of 
all ages ? Dandruff ? 

Sebaceous glands being the secretory things they are, 
there was then no royal remedy for the regal irritation. 
But today the old and familiar trouble has been mastered 
by SEBODERM, the Cetrimide Shampoo specifically for 
Dandruff. 

Seboderm contains 15.6% of Cetrimide B.P., the 
quaternary ammonium compound prescribed as most effective 
against dandruff. Normally a single weekly treatment is 
sufficient to establish complete control. 

Seboderm also contains 15.6% Cetyl Alcohol B.P. and 
1% Lanolin, and as a finely emulsified, creamy shampoo it 
leaves the scalp free from irritation and the hair soft, silky 
and clean. 


py 


Professional sample will be gladly sent on request 
PRIORY LABORATORIES LIMITED 


WEST DRAYTON MIDDLESEX 
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NOW WITH A NEW ELASTIC YARN PERMALAST © eg 
THE EFFICIENT COTTON ELASTIC BANDAGE iS 
AVAILABLE TO YOU AGAIN 


Supplies of Permalast — which we had to > making through 
non-availability of Viscolax yarn — are now available again, with a 
new elastic yarn incorporated which makes Permalast as good as it 
ever was. So once more you can order Permalast — prescribable 
under NHS regulations — with every confidence that it will give 
the same dependable results as ever. 
















4 STAYS WHERE IT’S PUT 4% WASHABLE 

4% PROVIDES EFFECTIVE SUPPORT %& LASTING 

4% SMOOTH’ EVEN TENSIONING ¥% LONG LIFE 

4% SKIN CAN BREATHE 4% ECONOMICAL 


WIDTHS 2” 2° 3” 3)” 4 6 (NHS) 
PRESCRIBABLE ON €E.C.10 
Also in 8” and 11” widths for private datas inan only 


Bee =n ne hae < PS a Eh 
cena " pabamabials rane. lasts seer” 











Sole Distributors : DALMAS LTD., JUNIOR ST.,LEICESTER 
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JENNER INSTITUTE Glycerinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 


Telephone : SINGLE VACCINATION TUBES - - ~  15/-dezem. Postage extra ‘od gy A 
Batrursma 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 25/- dezes Leonean “eh eae 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 














IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


TREATMENT BY 


The **CHIRON’’ 
NOCTURNAL ENURESIS 
ALARM 


(PROV. PAT. NO. 16125) 
IS INDICATED 





THIS TREATMENT IS BASED 

ON PAVLOV’S THEORY OF 

CONDITIONED REFLEXES AND 

HAS PROVED SUCCESSFUL IN 
90% OF CASES 


SHE LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. 





POR PURTHER INFORMATION WRITE TO:— 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 


32-34, New Cavendish Street, London, W.! 
Telephone : WELbeck 3764, 8573. 








Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 
administered concurrently. 


It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


A LUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of “‘ The Therapeutic and Nutritional 
Value ot Brewers’ Yeast"? 


Professional Samples and Prices on request from :— 


ALUZYME PRODUCTS 


PARK ROYAL ROAD, LONDON, N.W.10. 











VDUULLLUNYIT NORA HAAQUDANDTUU ET URATLATO PSEA ROUTED PED 


THE WORLD’S GREATEST BOOKSHOP 


ae - wr hE + *% 


Famed Centre For 


Medical Books 


= New, secondhand and rare Books on every subject. 
Stock of over 3 million volumes. 

119-125 CHARING CROSS ROAD LONDON WC2 

Gerrard 5660 (20 lines) 4 Open 9-6 (inc. Sats.) 


Nearest Station: Tottenham Court Road 
HHULNHAUAANIIN HUADENII ONAN IOOUIONYIOUOYAOAHTTOOUAOOELUT OAV HODU TEED AT 


! 
! 
iz 


PUIUINUOLLULLALUGIOLTLUNLUNUU A 


iNLUULLLUE YOULL 


SU YNIUAAVNLLA AU 


Phone: BEDFORD 3417 
For 





WYKE HOUSE HOSPITAL 


ISLEWORTH, MIDDLESEX 
Telephone : EALing 7000 


A private home for the individual treatment of all forms of 
nervous and mental illness, including alcoholism. 


H. PULLAR-STRECKER, M.D. 


MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 


For forms of admission, &c., apply to the Resident Physician, 
CEDRIOC W. BOWER. 


INTERVIEWS IN LONDON BY APPOINTMENT. 





CLIFFDEN, 


TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
S, a comfortable house with lovely views. Private road to the 


In the same grounds, ROWDEN 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S 
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ANNE S. MULES, M.R.C.S., L.R.C.P. 





G. W. SMITH, 0.B.E., M.B., CH.B. 


SPRINGFIELD HOUSE 


Near BEDFORD 


Telephones—TEIGNMOUTH 289 and 537 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M. D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and ‘pleasure grounds. Voluntary patients, who are suffering from 
re mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary e and certified patients 


of both sexes are received for treatment. Carefu 


1 clinical, biochemical, bacteriological, an 


pathological examinations. Private 


rooms with special nurses, male or female, in the Hospital] or in one of the numerous villas in the grounds of the various branches 


WANTAGE HOUSE 


oan be provided. 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 


It is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 


insulin treatment is available for suitable cases. There is an Operat: 
Department for Diathermy and High-frequency 


Apparatus, and a 
bacteriological, and pathological research. 


Theatre, a Dental Surge’ 


, an X-ray Room, an Ultraviolet 
reatment. It also con’ 


Labeceteries for biochemical, 


Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are severa) branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are Ley gamer to the Hospita] from the farm, 


therapy is a feature of this branch, an 
growing. 


gardens, and orchards of Moulton Park. Occupational 


patients are given every facility for Copeite themselves in farming, gardening, and fruit 


BRYN-Y-NEUVUADD HALL 


The seaside house of St. Andrew’s Hospital is png ~ An 


scenery in North Wales. On the North-West side of the E 


is trout-fishing in the park. 


At all the een of the Hospital there are cricket grounds, football ‘and hockey grounds, lawn tennis courts A. 
Ladies and gentlemen 


courts), croquet , golf courses, and bowling greens. 
provided for handicra = ‘such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE : 


oan be seen in London by appointment. 


uated in a park of 330 acres, at Llanfairfechan, amidst the finest 
te a mile of sea coast forms the 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. 


boundary. Patients may visit this 


There 


ve their own gardens, an teoilitioe are are 


Northampton 4354 (3 lines)), who 





BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 
Established in 191! Tel.: BYRon 101! & 4772 
(Incorporated Association not carried on for profit) 

A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 

Apply: MEpDICAL DIRECTOR 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All types 

of treatment carried out. Ac d: for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 








CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone : PROGR 206 


A private Nursing Home for onsbines suffering from all forms of 
Nervous and Psychological illness. Forty-four patients of both sexes. A 
certain number of elderly patients received. All modern forms of treat- 
ment. Psychotherapy, Electroplexy, Modified Insulin, etc. Two country 
houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 12 — 
north-west of London. Frequent trains Baker Street Station to Pinner 
One-quarter of a mile from Pinner Station. 


Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 


THE ‘LANCET 


Annual Subscription : £3 3 0 per annum 
Special sodyend rates to Medical Students and Doct 





within 1 year of qualification. 





THE MEDICAL PROTECTION SOCIETY tivrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
£1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


ANNUAL SUBSCRIPTION : 

















Vacancies 
ACADEMIC AND EDUCATIONAL Page| BACTERIOLOGY New post, Mon. er Gwent. Sr. 
SECTION 31] Scotland. Western R.H.B. Cons. .. 32 H.¢ e “see 5 cia ss 4 
Oxford United Hosps. H.O. .. on. a 
ANAZSTHETICS CARDIOLOGY 
Hackney, E.9. Sr. H.O. : 33] Newcastle Gen. Sr. H.O. .. . “68 7s é — — t ~ To ee r+ 
Hosp. for Sick Child... W C11. “Sr . Reg. 34 ‘eomeinidaie on & Somerset. Sr. H.O ** 
North East Met. R. 3. Rez. 33 y 
Royal Free Hosp. Group. Sr. Reg. .. 34] Connaught, E.17. Sr. Pa 0. 33 CHEST AND TUSERCULOSES 
St. Mary’s, W.2. Locum Sr. H.O. .. 34] Hackney, E.9. H.O. 33 | London Chest, E.2. H.0O.’s .. -- 33 
Wanstead. E.11. Sr. H.O. .. 34] Queen Mary’s Hosp. od the East End, Plaistow, E. 13. _H.O.. 33 
Willesden Gen., N.W.10. Locum Reg. 34 E.15. Sr. H.O. & H.O. 33/34 Chichester. St. Richard’s. Sr. H.O 36 
Bristol. Cossham/Frenchay H.M.C. Royal Free, W.C.1. Sr. H.O. .. 34] Leicester Isolation Hosp. & Chest 
H.O. or Sr. H.O. . af .. 85] Barnstaple. North Devon Infy. Sr. Unit. Reg. 38 
Bury & Rossendale H.M.C. Jr. roe Sa ae By .. 85] Rotherham. Oakwood Hall ‘Hosp. & 
H.M.O. .. 36] Blackpool. Victoria. Sr. H.O. a Chest Clinic. Reg. .. 40 
East Anglian R.H.B. Sr. , Res. .. 37] Cardiff. St. David’s. Sr. H.O. .. 36] Sheffield R.H.B. Cons. - 32 
Leeds R.H.B. Sr. H.M.¢ . .. 32] Castleford, Normanton & Dist. Sr. be I Clinic. Locum 1 Reg. « 41 
Manchester R.H.B. a Sr. H.O. .. 36] West Fife Hosps. B.O.M. ee 3 41 
.. 82] Crewe & Dist. Mem. Sr. H.O. .. 86] Wigan & Leigh Group of osps. 
Manchester R.H.B. Sr. Reg.. 38] Edgware Gen. Sr. H.O. .. 87] Reg 41 
Taplow. Canadian Red Cross Mem. i Grimsby Gen. Sr. H.O. Pa 37 Wokingham. Pinewood. Reg. co Se 
P arroga’ ist. Gen. Jr. H.M.O... 
Wakefield: Pinderfields Gen. Jr. Lancaster Royal Infy. Sr. H.O. 38 | DERMATOLOGY 
H.M.O. .. 41] Manchester: rere. | Sr. H.O. 38] Scotland. Western R.H.B. Cons. .. 32 
U.S.A. Cambridge, Mass. Residencies 42! Newcastle Gen. Sr. H.O. ‘ sae (continued overleaf) 
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EAR, NOSE, AND THROAT New Zealand. Northland Hosp. North East Met. R.H.B. Reg. 33 
Birmingham. Dudley Road. H.O. or Board. P.-t. Ophthalmologist . 32 on 0. sep. for C hild. os 

P <= tan C. 8) 3% 
Birmingham United Hosps. ‘Sr. Reg. 35 | ORTHOPAZDICS Royal Marsden, 8.W 3. Sr. H.O 34 
Carlisle. Cumberland Infy. Sr. H.O. 36] St. James’, S.W.12. Sr. H.O. 34] South London Hosp. for Women & 
Derby. Derbyshire Royal Infy. Sr. Beyerley. Westwood. H.O. . 35 Child., S.W.4. Reg. & H.¢ 34 
r H.O. . 37 en — yt ‘H.O. - $3 — D Satan pots 9. Pre- a. H.O. + 
arnborough, Ke nt. ‘sr. H.O. . $87] Caerphilly -re-reg 0 36 | Ashfor iddx. Reg : 
Maidstone. Kent County Ophthalmic : Carlisle. Cumberland Infy. Sr. H.O. 36] Ashton, Hyde & “Gieeop’ "H.M.C. 

& Aural. Sr. H.O. .. 38] Carluke, Lanarkshire. Law. H.O. .. 36 Sr. H.O. > _ 
Newcastle United Hosps. Sr. H.0... 39] Crewe & Dist. Mem. Reg. 36| Barnstaple. North Devon Infy. Pre- 
Scotland. South-Eastern R.H.B. P.-t. East Anglian R.H.B. Reg. .. o< a reg. H. 35 

Cons. .. ‘xe ry a .. 82] Edinburgh. Princess Margar ret Rose Barrow-in- Furness. North Lonsdale. 

Orthopedic. Sr. H.0.’s_. 37 H.O. 35 

GERIATRICS Farnborough, Kent. Sr. Pg 0. 37 Beverley. " Westwood. H.O. 35 

Isleworth. West Middlesex. H.O. 37 | Glasgow. Victoria Infy. H.O. 37 | Bexhill, Sussex. Pre-reg. H. Oo. 35 

Liverpool R.H.B. Cons. 32 | Ipswich & East Suffolk. 0. 37 | Bishop’s Stortford. Herts & Essex ee 

Manchester R.H.B. C = .. 382] Liverpool. Walton. H.O. . 38 Gen. Pre-reg. H. 35 

Pontefract. Headlands. H.O. 39 | Manchester R.H.B. Reg. 39} Blackpool. Victoria. * Pre- -reg. ".O.. 35 

Rochford, Essex. Gen. tes at, Sr. H.0. 40| North East Met. RB. Regs. 33 | Bournemouth. Royal Vic toria. H.O. 36 

North West Met. R.H.B. P.-t. C ons. 31 Bury & Rossendale H.M.C. H.O.’s.. 36 

INFECTIOUS DISEASES —- ems a - R = — Cumberland Infy. Pre-reg. = 

t 8 oO Scotlanc festern R.H. Sr. Reg. 40 0. .. *. “2 “ 

a ee a Wakefield. Pinderflelds Gen. Sr. | | Carluke, Lanarkshire, Law. H.O. -- 36 
1.¢ Carmarthen. Jest Wales Gen. Sr. 

Southainpton Chest. ‘Sr. 11.0. 40) Welsh R.H.B. eee ae” te ee ae 

MEDICINE Wi 7. Royal A iSori "Edward Infy. Chelmsford & Essex. Locum Be « 
Nem tors : mer WW lite tai Sr. H.O. ‘ ‘ 41] Chertsey. St. Peter’s. Sr. .O. or 

Coppel ae Tf ae | Pre-reg S* 35 | Wigan. Wrightington. Sr. H.O. 41 Pre-reg. H. in oe 

Elizabeth Garrett Anderson, “N.W.1. PZDIATRICS ‘ tere but Comat. act Tew. & 7 

Reg. . 33 : “hi ‘ 1 en 

» ae 33 | Queen Elizabe th Hosp. for Child. M.C. Pre-reg. H.O 36 

Hackney, E.9. Pre ree, H. 0... “s 33] " Sr. H.0.'s& H.0._ .. ¥ .. 33] Derby. City. "Pre-reg. H.O 36 

ighlands Gen., . 33 | Aylesbury. Stoke Mandeville. H.O. 34] Derby. Derby shire Roy 2 Inf; 7 
Lambeth, S.E.11. H.O. 33 y 
Mile i : El Ho. ** 33 | Manchester R.H.B. Reg. .. ae Pre-reg. H.O. or Sr. H.O. .. —) 
No “th > st Met. R.H.B. Regs. "* 33 Middlesbrough. Gen. H.O. .. 39 | Dorking Gen. Sr. H.O. 37 
nmtatine, Ueiis even tats. a. o 3; | Nottingham Child’s. Sr. H.O. 39] East Anglian R.H.B. Reg. ’ 37 
se —~ e- Ker ‘ Sr 1.0... y * “9! Reading. Royal Berks. H.O. 40 |} Epsom Dist. Pre- reg. H.O 37 
oN gy ‘ reel pay Ss. H.0... oT Southend-on-Sea. Gen. H.O. 40} Halifax Gen. Sr. H.¢ os ae 
Biacknool yi ao Pron vy H.O. = 3 ; Warrington Gen. Sr. H.O. .. 41] Hasti Royal ay Sussex. Pre- 

} means ay © an ie 5 3¢| Welsh R.H.B. Reg. .. 41] reg. H.O.’s 37 
ae ia : ee. =o 
Derby. Derbyshire peyet Infy. Pre- | PATHOLOGY Hereford. Gen, | Pre-reg. H.0. 7 
_ Teg. H.O. or Sr. H.O - 37] Queen Charlotte’s Maty, W.6. Reg. 34 Kidderminster & Dist. Gen. Pre-reg. 
—— 30; John Coupland. 37 Birmingham. Dudley Road. Jr. H.O. Me =) a 

a on oF -M.O. : “ - . Leeds R.H.B. Reg. - 38 
Halifax Royal Infy. H.0. .. 37] Birmingham R:H.B. Sr. H.M.O. poe — ‘ 
Herefordshire Group of Hosps. Reg. 37| Blackburn & Dist. H.M.C. Sr. H.0.. a Conte. Poe eg H0.’s = 
Manchester R.H.B. Regs. .. 38/39 | Cheltenham Group H.M.C. Sr. H.O... Liverpool. Bootle. Sr. H.O.. 38 
Newcastle R.H.B. Sr. Reg. . a o° 9] Guildford. St. Luke’s. Sr. H.O. Macclesfield & Dist. H.M.C. Pre- -reg. 
-:) Group H.M.C, bere" 40 Manchester. Crumpsall. Sr. H.O. H.¢ 39 

Newcastle R.H.B. Sr. H.M.O. , s 38 
Readltig’ “Area ‘Dept: of Miodicic. ||| North Bast Mei. RIB. Ree. Mancbesto.,abéouts. Se LO. 6 3 
° e County. gh “0 > 26 
Rochford, Essex. Gen. Sr. H.O. 40] Scotland. Western 1 H.B. ‘Sr. Reg. 40 i aeeer 2 : — Cons. - * 3 
Stoke-on-Trent. North Staffs Royal 331 eee _ ° ; 
io. ne Hi oO. a Ole Oy 41 Scotland. Western R.H.B. Sr. H.M.O. 32] Manchester Victoria Mem. Jewish. 

Ts e-reg. Uewe ee ee 4 
Wigan & Leigh H.M.C. Pre-reg. H.O. 41] PHYSICAL MEDICINE Reg. . - see os 39 
Australia. Austin Hosp., Heidelberg, | Middlesex, W.1. P.-t. Cons. 33 | Meee oon ar. cher = 

Melbourne ec irector 2 > + ‘ 
Australia. Royal South Sydney. Med. PLASTIC SURGERY Pent D Cooma Pat 5.0. 4 

Supt. i ; 32 | St. Thomas’s Hosp., 8 -E. 1, & Hosp. for ortlan ers -( 4 
New Zealand. Northland Hosp. Sick Child., W.C.1. Sr.’ Reg. 34| Reading. Battle. H.O. 0 

Board. P.-t. Med. Supt. & Director 32] Manchester R.H. B. ’ Res. 38] Reading. Royal Berks. H.O . 40 

Scotland. Western R.H.B. Sr. Reg. 40] Redhill County. Locum Sr. i. 1.0... 32 
NEUROLOGY Romford. Oldchurch. H.O. .. 
a Hosps. for Nervous Diseases. PSYCHIATRY Romford. Victoria. H.O. 40 

H.O. or Reg. 33 | Birmingham Group 9 H.M.C. Jr. Sheffield. Wharncliffe. Reg.. 40 

South East Met. K HB. Reg. 34 .. 35] Stoke-on-Trent. North Staffs Regal al 
Birmingham B H. 2. Sr. P M.O. wey 32 wiht 'R. an m2 H.O. a 
Birmingham Sr. Reg eg. 35 els 

pane ye sel Sr. H.O 38 Birmingham United Hosps. Sr. Reg. ‘ Woitehewes. Cumberland. ’ Pre-reg. ‘és 

ulve! Ao i o SF. UV. ‘ or Reg 35 or Sr. H. ee ee 

Swansea. Morriston. Sr. H.O. 41 Chichester. a Re Cn Jr. H.M.O. 36 be or & Leigh "H.M.C. Pre-reg. i 
fast Anglian R ‘0 P 31 8 oe 

OBSTETRICS AND GYNZCOLOGY Leeds R.H.B. Sr. Reg. & Regs. 38 | Worcester. Ronkswood. Sr. H.O... 41 

Princess ,uateme, S.W.5. Locum Lic aos, St. - Matthews. os .M.O. 38 OT rood eee apes 8 Hosp. és 

Sr. H. 66 -. 33] North est Met. R >.-t. Sr. utor, . 

South London Hom. for Women & H.M.O. 31 

Child., 8.W.4. H.¢ ae .. $4] Nottingham. Mapperley. Reg. .. 39] THORACIC SURGERY ‘ 
Birmingham fe Hi. B. ~* Fae! 35 | Oxford. Littlemore (Mental) & Brompton, 8.W.3. Sr. <" O. or Reg. 33 
Brighton & Lewes H.M.C. H.O. 36 Asbhurst Clinic. Sr. H.O. 39 | London Chest, E.2. Sr. H.O. 33 
Burton Gen. & Andressey. H.O. 34] Scotland. South-Eastern R.H.B. Reg. 40 | South- East Regional Thoracic Surgery ; 
Carshalton. St. Helier. Sr. Reg 36] Scotland. Western R.H.B. Re . Unit, S.E.18. Sr. H.O. 34 
Derby C iy. Pre-reg. H.O. or Sr. H.O. St, Albans. Napsbury Mental. Jr. Bristol. Cossham & Frenchay_ H.M, c. os 

& Sr. 36 1.0 40 ° 5 
Derby. Derby shire Hosp. for. w omen. Taunton. Tone Vale Group H.M.C. Leeds R.H.B. ‘Reg. 38 

Pre-reg. H.O.’s or Sr. >" 37 Jr. H.M.O. 41 | Leeds United Hosps. /RCA. B. “Reg... 38 
Edinburgh. Chalmers. H.O.. 37 | Northern Ireland Hosps. Auth. Regs. Nottingham. City. Reg. 39 
aes. Perivale Maty. “Locum . & Tutor/Reg 41 UROLOGY 

: ae ae ee aa) ae 
Hastings. Buchanan. H.O. - ms 37 RADIOLOGY Hastings. Buchanan. Locum Sr. H.O. 37 
Liverpool United Hosps. Sr. H.O. .. 38 og = West — ae -H. 4 = P.-t. Cons. = emeennas 
Manchester R.H.B. Re 38/39 | St. George’s, S q 
Oxfore R.H.B. Sr. Re _ E 39 ee R.H.B. & U nited " Hosps. Canada. Peterborough Civic Hosp., 
Scotland. Western R.H.B. Re. 40 I — = be tec be Ont. Rotating Jr. Internships « 42 
Slough. Upton. Sr. ro ; a 00 8 ‘ons. 32 
Stafford H AL Cc. Sr. H.C 40 a ee se. -B. A, ons. . ‘ .. 82] PUBLIC APPOINTMENTS 42 
Taplow. Canadian Red. Cross Mem. Northwood Mount Vernon. Reg... 39 

. GENERAL PRACTICE 42 

Locum Reg. .. : 41 RADIOTHERAPY 
se eee yy NE 41) Royal Free, W.C.1. Sr. H.O. 34 | MISCELLANEOUS 42 
West Dorset Group HMC. Reg. a1 Scotland. ” ‘South-Eastern R.H.B. 

OPHTHALMOLOGY Cons. .. ee ow 32 pe a 

Moorfields Eye, E.C.1. Reg. 33 | RESEARCH The Terms and Conditions of Service of 
Brighton, Sussex Eye. H.O. . 36] Royal Marsden, S.W.3. Research Asst. 34 | Hospital Medical and Dental Staff apply to 
ba FY Royal wena dll County. all N.H.S. hos; a we advertise, unless 

Sr. H.¢ 37 | SURGERY : otherwise stated. Canvassing ae. but 
Leeds R. i. B. Reg .. 38] Manor House, N.W.11. R.S.O. 33 | candidates may normally visit the pital 
Newcastle United esse. Sr. H.0... 39 Nelson, S.W.20. H.O... as 33 | by appointment. 
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Academic and Educational 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 





The next EXAMINATION for the MEMBERSHIP will commence 
on MONDAY, 30TH SEPTEMBER, 1957. 

Prospective candidates are ‘asked to note that entries accom- 
panied by the certificates, testimonials and the Examination fee 
of 15 guineas as required by the by-laws, must reach the = 
not later than first post on Monday, 2nd September, 195 
Candidates must have been qualified for 18 months. 

Candidates who propose to submit Published Work under the 
regulations are required to give 28 days notice, and should apply 
in writing to the Registrar, without delay, for detailed instruc- 
tions as to the procedure they should follow. Completed entries 
for Published Work must also reach the College not later than 
first post on Monday, 2nd September, 1957. 

HAROLD BOLDERO, D.M., Registrar. 

_12, Pall Mall East, London, S.W.1 he 

AMENDED ADVERTISE MENT 
UNIVERSITY OF EDINBURGH 





CHAIR OF ORTHOPAIDIC SURGERY 
The University Court invites applications for appointment to 
the Chair of Orthopedic Surgery 
he terms and conditions of appointment may be obtained 
from the undersigned, with whom applications (15 copies), giving 
the names of 3 referees and including any testimonials candidates 
TBF. wish to offer, should be lodged not later than 14th October, 


soni from overseas may submit 1 copy of his application. 
CHARLES H. STEWART, Secretary to the University. 
Old College, South Bridge, Edinburgh. 
COURSE IN ORTHOPADIC SURGERY > 
HARLOW WOOD ORTHOPZ:DIC HOSPITAL, near MANSFIELD, NOTTS 





21sT OCTOBER-25TH OCTOBER, 1957 
21st Oct. . . Introduction 
The a of the. .Mr. S. A. S. MALKIN with 
Orthopeedic Patient Mr. J. D. MALLOCH 


Fractures of the Spine ..Mr. E. A. NICOLL 
22nd Oct...The Sequele of Polio-..Mr. W. J. SHARRARD 
myelitis 


Diagnosis and Surgical..Mr. A. N. BIRKETT 
Treatment of Spinal ! 
Lesions in Orthopedic 


Practice 
Hand Surgery ee ..Mr. R. G. PULVERTAFT 
with Mr. D. A. REID 
23rd Oct...Hand Surgery ..Mr. R. G. PULVERTAFT 


Osteoarthritis of the Hip. .Mr. J. P. CAMPBELL 

24th Oct.. .Orthopeedic Tuberculosis ..Mr. J. P. JACKSON 
The Surgical Manage-. . Mr. L. Morris 
ment of Rheumatoid 


Arthritis 
Avascular necrosis of..Mr. H. JACKSON- 

bone BURROWS 
Feralztic Dislocation of..Mr. W. WAUGH 

25th Oct... Low Spinal Fusion .Mr. E. W. O. ADKINS 
Treatment of Paraplegia. .Mr. F. W. HOLDSWORTH 
Spondylolisthesis .. .Dr. J. BARR ae ES 
ass. 


No fee for the course. 

Applications to be sent to Secretary, Harlow Wood Ortho- 

peedic Hospital. Limited accommodation available, if required, 
rt associated Hospital. 


ANZSTHETICS COURSE 


A 2 WEEKS COURSE OF LECTURES, DEMONSTRATIONS AND 
TUTORIALS for postgraduates preparing for higher Diplomas 
in Ansesthetics will be held from 14TH to 25TH OCTOBER, 1957. 

Fees : Lectures and Demonstrations £15 15s. 

Tutorial Discussion Groups £10 10s. 

Further details and application forms may be obtained from 
Mr. W. F. Davis, Secretary, Faculty of Anesthetists, Royal 
College of Sugoens of England, Lincoln’s Inn-fields, London, 
W.C.2. (Tel. HOLborn 3474). 


THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 
HYGIENE 











THE DIPLOMA IN PUBLIC HEALTH 
THE DIPLOMA IN INDUSTRIAL HEALTH 

The next COURSES OF INSTRUCTION for the above Diplomas 
will commence on 20TH SEPTEMBER, 1957. Tuition may be taken 
whole-time or part-time. 

Prospectuses, enrolment forms, and full details may be 
obtained from the Acting Secretary, _ Portland-place, London, 
W.1 (Telephone : LANgham 2731/2 


UNIVERSITY OF uermaiaes Department t of Surgical 
SCIENCE. Applications are invited for the post of SENIOR 
LECTURER or LECTURER in the Department of Surgical 
Science. The salary scale for the Senior Lectureship is £1950— 
£100—-£2550 and for the Lectureship £900—£100-£1300 ; Bar : 
£1400-£100-£1900, with placement according to qualifications 
and experience. The post is subject to superannuation and 
family allowance is payable where applicable. Candidates should 
be graduates in either science or medicine. The successful can- 
didate will not have any clinical duties, but will be required to 
take part in the teaching of experimental method and technique, 
and to undertake research in the general field of tissue and organ 
transplantation under the direction of the Professor. Some 
training in immunology would be an advantage. 

Further particulars may be obtained from the undersigned 
with whom applications (6 copies), giving the names of 2 referees, 
should be lodged not later than Ist September, 1957. 

CHARLES H. STEWART, Secretary to the University. 


| 


UNIVERSITY OF EDINBURGH. Department of Ana- 
tomy. Applications are invited for the post of LECTURER 
IN DENTAL ANATOMY AND HISTOLOGY. Salary scale 
£900-£100-£1300 ; Bar : £1400—£100-£1700 p.a. with placement 
according to qualifications and experience. he post is subject 


| to superannuation, and family allowance is payable where 








applicable. The successful candidate will be expected to take up 
duty on Ist October, 1957, or as soon thereafter as possible. 

Further particulars may be obtained from the undersigned, 
with whom applications, giving names of 2 referees, should be 
lodged not later than 14th September, 1957. 

CHARLES H. STEWART, Secretary to the University. 
__ July, 1957. 
AMENDED DATES 
L.M.S.S.A. 


FINAL EXAMINATION : MEpIcINE, 19th August, 14th 

October, 11th November, 1957. SURGE RY, 12th August, 14th 

October, 11th November, 1957. MipwirerRy, 20th August, 

15th October, 12th November, 1957. PaTHoLoey, 19th August, 

15th October, 12th November, 1957. MASTERY OF MIDWIFERY, 

— y and November. DIPLOMA IN INDUSTRIAL HEALTH, July 
December. 

a * regulations apply REGISTRAR, Apothecaries Hall, Black 
Friars-lane, London, E.C.4. 

THE UNIVERSITY OF LIVERPOOL. Applications are 
invited for 2 posts as ASSISTANT LECTURER or LECTURER 
in the Department of Pathology. The +5 | range for an 
Assistant Lecturer will be £900-£1100 p.a. ; e initial sal 
for a Lecturer will be within the range £1200-£1500 p.a., accord- 
ing to qualifications and experience. 

Applications, stating age, academic qualifications and experi- 

ence, together with the names of 3 referees, should be received 
not later than 3lst August, 1957, by the Registrar, from whom 
further particulars of the conditions of appointment may be 
obtained. 
THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the full-time post of LECTURER IN CLINICAL 
PATHOLOGY from suitably qualified graduates in medicine. 
Candidates should have wile experience in clinical pathology, 
and special interests in bacteriology. High qualifications in these 
subjects are desirable, and there —_ ample facilities available 
for research. Salary on a scale rising to £2150 p.a.; initial 
salary according to qualifications and a Duties to 
commence as soon as possible. Membership of F.S.S.U. and 
children’s allowance scheme. 

—— should be sent not later than 3lst August, 1957, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be areas 
UNIVERSITY OF OXFORD, Radcliffe Infirmary. pli- 
cations are invited for the post of GRADUATE ASSISTANT 
IN BACTERIOLOGY. The successful applicant will be required 
to take part in the teaching of bacteriology to clinical students 
and to assist in the routine clinical bacteriology laboratory. 
Salary will be in the scale £950-£50-£1400 according to \ ao 
tions and experience, with f. y allowance and F.S.S This 
stipend will be increased when the supplementation of academic 
stipends takes place shortly. Duties to commence as soon as 
possible after appointment. 

Applications, together with the names of 2 referees; should 
be sent, not later than 30th September, 1957 i. or 

cliffe Infirm Oxford. . R. L. VOLLUM. 
THE SHUTE INSTITUTE, London, Oats Canada. 
A Clinic specialising in cardiovascular ase, obstetrics and 
gynecology. Applications are invited for a post in Cardiology, 
commencing at once. Higher qualifications desirable but not 
essential. The apfointment will be for 1 year in the first instance. 
Salary $9000 for the first year, with subsequent review. 

Applications, accompanied by photograph, seating 0m, ualifi- 
cations, nationality, should be forwarded to the Medical Director 
of the Shute Institute, London, Canada. 


Hospital Services : Senior Appointments 
WORTH WEST METROPSLITAN 
PITAL BOAR 

(1) ASSISTANT ee PSYCHIATRIST (Senior Hospital 
Medical Officer grade), 6 half-days a week, Hertfordshire Child 
Guidance Service. Applications will be considered for 6, 4 or 
2 half-days a week an ayy should state for which they 
are applying Candidates m: isit by _a (""% with the 
Medical irector, Child Guidance Clinic, Hill End, St. Albans. 

Applications before 11th —— mber, 1957. 

(2) CONSULTANT ORTHOPAEDIC SURGEON (3 half- 
days a week), Harefield and Northwood a of hospitals. 
Duties mainly concerned with trauma at Mount = Hos ital 
Northwood, Middlesex (551 Beds), which may be visited by 
direct appointment. 

Applications before 16th September, 1957. 

(3) CONSULTANT RADIOLOGIST (5 half-days a week) ; 
3 EK SY to et spent at Finchley Memorial Hospital, Granville- 
road, N.1 Sx Beds), and 2 half-days at Friern Hospital, New 
Sout hgate, N -11 (2 2470 Beds). Hospitals may be visited by direct 
appointment. 

Applications before 19th September, 1957. 

Application forms obtainable from, and returnable to, Sec- 
retary, North h wags™ eer Regional Hospital Board, 
114, Portland-place, V 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT PSYCHIATRIST (whole-time), St. Andrew’s 
Hospital, Thorpe, Norwich (1250 Beds). Hospital provides 
wide range of modern treatments and outpatient services at 
general hospitals in the area. D.P.M. or equivalent higher 
qualification necessary. House available. 

Applications (8 copies), stating age, experience, and names of 
3 referees, to Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 19th August, 1957. Candi- 
dates are invited to visit the Hospital by direct arrangement 
with the Medical Superintendent. 
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MIDDLESEX HOSPITAL, W.1. Applications invited 
for the post of ASSISTANT PHYSICIAN to the Department 
of Physical Medicine and Rheumatism (Consultant) for 7 
half-days weekly. Candidates must be Fellows or Members 
of the Royal College of Physicians of London. 

Applications, naming 3 referees, should be sent to the Deputy 
Superintendent by 14th September. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 
All Saints’ Hospital, Birmingham 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer). Opportunity for work in Research in con- 
junction with Birmingham University. Considerable experience 
specialty essential. 

Walsall Group of Hospitals 
Whole-time ASSISTANT PATHOLOGIST. Salary £1653 15s. 
—£2126 5s. p.a. General] duties, with special interest in bacteriology 
and/or biochemistry, mainly at Walsall General (Sister Dora) 
and St. Margaret’s Hospit uls. Wide experience specialty/higher 
qualification required. 

Applications (15 copies), stating name, age, qualifications, 
present and previous appointments and details of 3 referees, to 
Secretary, 10, Augustus-road, Birmingham, 15, by 9th September. 
LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens ASSISTANT ANASTHETIST (Senior Hospital 
Medica] Officer scale), Hull A Group of hospitals. Initial period 
of 3 months. 

Applications, stating age, qualifications and details of appoint- 

ments held showing dates, together with the names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, as soon 
as possible. 
LEEDS REGIONAL HOSPITAL BOARD. Part-time 
CONSULTANT in Radiology (8 notional half-days per week) 
for duties at hospitals in the Hull area. The person appointed 
to reside in Hull. 

Applications (12 copies) stating age, qualifications and details 

of present and previous appointments with dates, and names and 
addresses of 3 referees, to the Secretary, Park-parade, Harrogate, 
by 19th August, 1957. 
LIVERPOOL REGIONAL HOSPITAL BOARD. War- 
RINGTON AND CHESTER AREAS. Applications are invited for the 
post of CONSULTANT PHYSICIAN for Geriatrics (whole- 
time or maximum part-time sessions) in the Warrington and 
Chester areas. Applicants should have a higher qualification 
in medicine and considerable experience in geriatrics. 

Forms of application from Dr. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 3lst August, 1957. 

VINCENT COLLINGE, Secretary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Whole-time or maximum Part-time CONSULTANT 
GERIATRICIAN to the Salford Group of hospitals, mainly at 
Hope and Ladywell Hospitals. Good experience in general 
medicine, special interest and experience in the treatment and 
rehabilitation of the chronic sick and higher qualifications 
essential. Appointee required to undertake the domiciliary 
investigation of patients and establish close liaison with general 

practitioners and local ere authorities and to reside in or 
eee to area. 26th August, 

(6) Part-time (8 aes od, haif- -days) CONSULTANT GEN- 
ERAL SURGEON to the Stockport and Buxton Hospital Centre 
(mainly at Stockport Infirmary and Stepping Hill Hospitals), 
possibly with some duties in the Macclesfield area as well. Wide 
experience, higher qualifications essential ; appointee to live 


agea. 29th August, 1957. 

(c) Amended Advertisement—Additional Whole-time or maxi- 
mum Part-time CONSULTANT RADIOLOGIST, tenable 
mainly at Crumpsall (1200 Beds), Booth Hall (Children’s, 
380 Beds) and Monsall Hospitals, Manchester, but possibly with 
duties at other hospitals in the North Manchester Group and 
Prestwich (Mental) Hospital. Wide experience, higher qualifi- 
cations essential ; appointee to reside near main hospitals. 
19th August, 1957. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of Locum CONSULTANT 
SURGEON (8 notional half-days per week) with the Stockport 
and Buxton Hospital Management Committee. The main duties 
will be at Stockport Infirmary and Stepping Hill Hospital. 
Salary according to individual status. 

Applications, stating age, qualifications and details of appoint- 
ments held, together with the names of 2 referees, to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport. 


MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time Locum ANACSSTHETIST (Senior Hospital Medical Officer) 
required for the Rochdale Group of hospitals. Resident or non- 
resident. Salary £34 14s. 6d. per week. 

Apply at once to Group Secretary, Central Offices, Birch 
Hill Hospital, Rochdale. aa 


REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL. Locum Tenens SURGEON (Senior Hospital Medical 
Officer grade), required whole-time, 4 weeks from Ist September, 
preferably with experience in orthopedics. 

Apply. Group Secretary, Redhill Hospital Management Com- 
mittee, “‘ Earlswood Mount,” Pendleton-road, Redhill, Surrey. _ 


SHEFFIELD REGIONAL HOSPITAL BOARD. Leicester 

ISOLATION HOSPITAL AND CHEST UNIT. Whole-time CONSUL- 

TANT PHYSICIAN with special experience in chest and heart 
ases required. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 7th 
September, 1957. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. Assist- 
ANT PATHOLOGIST (Senior Hospital Medical Officer status) 
for Hartlepools Group of hospitals—main hospitals General, 
West Hartlepool (466 Beds) ; Hartlepools (112 Beds) ; Cameron 
(73 Beds). Appointment whole-time, or part-time for minimum 
of 9 notional half-days per week. Further particulars from 
Consultant Pathologist, General Hospital, West Hartlepool. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, qa Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 28 days. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Post of Whole-time or maximum Part-time 
CONSULTANT RADIOTHERAPIST at the Royal Infirmary 
and the Western General Hospital, Edinburgh. 

Apply, giving particulars of age, qualifications and previous 

experience, together with the names of 3 referees, to the Secre- 
tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 7th September, 
1957. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. i are invited for the post of CON- 
SULTANT E.N.T. SURGEON (part-time) (8 sessions), to the 
Edinburgh Northern Group of hospitals and the Royal Hospital 
for Sick Children. In addition the successful candidate will be 
responsible for outpatient clinics in the Scottish Borders. 
Further particulars from the Secretary of the South-Eastern 
Regional Hospital Board. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, 
should be sent to the Secretary, 11, Drumsheugh-gardens, 
Edinburgh, 3, by 7th September, 1957. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
am Applications are invited for the following appoint- 
men 


Cc ‘ONSU LTANT DERMATOLOGIST based at the Western 
Infirmary, Glasgow. The appointment will be whole-time or 
part-time on the basis of 9 notional half-days per week. 

Whole-time CONSULTANT BACTERIOLOGIST at Ayrshire 
Central Hospital, at We and with duties in the Ayrshire area. 

Whole-time ASSISTANT PATHOLOGIST at the Dumfries 
and Galloway Royal Infirmary, Dumfries. Salary (at age 32 
and over) on the scale £1653 15s.-£52 10s.-£2126 5s. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present a eS. and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this ‘advertisement. 

NEW ZEALAND. NORTHLAND HOSPITAL BOARD, 
WHANGAREI, NEW —— Applications are invited from 
qualified medical practitioners for the combined position of 
Part-time MEDICAL SUPERINTEN DENT—Rawene Hospital, 
AND DIRECTOR, Hokianga Special Area Medical Service. 
A free house is available. The yn salary —— is in the 
range of £2100-£2200. Trave oom mses are also payable. 

Ln eeenggy | — ¢ Poe available from the High Com- 
missicner, ouse, London, or the Secretary, 
Northland ) ital Board, P.O. Box 403, Whangarei, New 
Zealand, with whom m applications close on 30th September, 1957. 
NEW ZEALAND. NORTHLAND HOSPITAL BOARD, 
WHANGAREI, _ ZEALAND. Applications are invited from 

ualified me ractitioners for the position of Part-time 

PHTHALMOLO IST. + samy Ay within range of £328-£388 p.a. 
(for 7 hours a week) according qualifications and experience. 
Additional agg is made for neriodical visits to periphery 
hospitals in the Board’s area, plus travelling time. 

Comaiitions ry octane available om the High Com- 
missioner, New aland House, London, or the Secretary, 
Northland Hospital Board, P.O. Box 403, Whangarei, New 
Zealand, with whom applications ns close on 30th October, 1957. 1957. 
AUSTRALIA. AUSTIN HOSPITAL, Heidelberg. (Situ- 

d in oe Victoria, Australia.) MEDICAL D RECTOR 
(Spinal Unit). Applications are invited from medical practi- 
tioners, ge J with postgraduate qualifications and prefer- 
ably with experience in medical rehabilitation of long-term 
— ae for the above post. The Spinal Unit is ret Ratgre 
= h 52 Beds, within the Austin yy Heidel as the 

ognised paraplegic treatment centre for the State of f Victoria. 
Initially the eppelstanent will be for 3 years, but, subject to 
satisfaction by both parties will be regarded as a permanent 
appointment. The duties are full-time, — limited right of 
consultant practice on prescribed terms. ary will begin at 
the rate of £3000 (Aust. y p.a., rising by 2 Hwee A. to £3250 
(Aust.) p.a. Expense of transfer of appointee and his family 
to Australia will be met by the Hospital. Superannuation and 

study leave conditions apply. 

A schedule giving detai "ae the post will be made available 
upon inquiry to the Agent-General for Victoria, Victoria House, 
Melbourne-place, — London, W.C.2. 

By orde er of the Committee of Management, 
POWELL, Manager and Secretary. 


AUSTRALIA. ROYAL SOUTH SYDNEY HOSPITAL, 
Joynton-avenue, ZETLAND, SYDNEY, NEW SOUTH WALES, 
(Acute i. - of 100 Beds. ) Applications are 

m registe medical ene for the position of 
MEDICAL SUPERINTEND ENT at the above Hospi 
situated in a large industrial area. Total attendances Casualty 
and Out — Departments—61,000 per year. Accommoda- 
tion available at the Hospital for a single man. Salary in 
accordance with determination approved by the Hospitals Com- 
mission of N.S.W., at present, £A2014 p.a., less £188 a year for 
board and residence. 

Applications endorsed ‘‘ Medical Superintendent,” stating age, 
qualifications, a. nationality and marital status ther 
with copies of testimonials, to be forwarded to reach the 
undersigned not later than Ist October, 1957. The successful 
applicant will be required to commence duties during January, 


R. T. WRIGHT, Secretary and Chief Executive Officer. 
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Hospital Services : Junior Appointments 
BROMPTON HOSPITAL, S.W.3. Applications invited 
for the post of RESIDENT SURGICAL OFFICER (post 
graded as Senior House Officer or Registrar, according to 
qualifications and experience), for 6 months in the first instance 
with eligibility for reappointment. Candidates must have held 
a resident hospital appointment. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
17th August, 1957, to— 

KENNETH A. F. MILES, House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, London, 
N.W.10. RESIDENT HOUSE OFFICER (pre-registration), 
required in General Medical and Cardiological Department. 
Post vacant 22nd September, 1957. 

Applications, with 2 testimonials, 

17th August. 
CONNAUGHT HOSPITAL, 
Beds.) A pplications are invited for the 
CASUALTY OFFICER with duties in the Department of 
Orthopedic and Traumatic Surgery (Senior House Officer 
grade). Recognised for F.R.C.S. Salary £819 10s. 
£150 p.a. for board, lodging, &c. 

Applications, with full details and copies of 2 recent testi- 
monials, to be sent immediately to Secretary, Forest io 
Hospital Management Committee, Langthorne-road, E.11. 
ELIZABETH GARRETT ANDERSON OaPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL.) Applications 
are invited from registered Women medical practitioners for 
the appointment of Full-time MEDICAL REGISTRAR for 
general medicine and pediatrics. Appointment for 1 year in the 
first instance to commence as soon as possible. Salary in 
accordance with Ministry of Health scale, for Registrar grades. 

Applications, with names of 3 referees, should be sent to the 
3 Elizabeth Garrett Anderson Hospital, by 14th 
August, 1957. 

HACKNEY HOSPITAL, London, E.9. (General—841 
Beds. ) Applications for the, 6-months Resident House Officer 
appointments of : 

(a) CASUAL TY ( OFFICER AND HOUSE SURGEON E.N.T. 

now vacant. 

(b) CASUALTY OFFICER AND HOUSE PHYSICIAN 

(Skin Department), vacant 14th September. 

Applications should be sent immediately to Secretary, above 
address, quoting CO (A) or (B). 

HACKNEY HOSPITAL, wy ~s 
Beds.) Applications are invit ed the 12 months resident 
———— of SENIOR HOUSE OFFIC ER ANZ STHETIST. 

e post, now vacant, is recognised for the D.A. and the 
F.F.A.R.C.S. examinations, and offers wide experience of 
aneesthesia, with opportunities to study for higher qualifications. 
Appl by 19th August, Secretary, above address, quot 
HH/SHO/A aii oie 
HACKNEY HOSPITAL, London, E.9. (General—841 
Beds.) Applications for the’ 6 months resident 5 Mc from 
3rd September of Pre-registration HOUSE PHYSICIAN 
should reach the Secretary above address, by 19th August, 
quoting HH/PHP 
tte NDS GENERAL HOSPITAL, Winci:more Hill, 

N.21. SENIOR HOUSE OFFICER (medical), resident, for 
Chest Unit (100 Beds), vacant 27th September. Duties include 
tuberculosis work and investigation and treatment of chest 
diseases under the supervision of the Finchley Chest Clinic, 
also general medical and geriatric work. 

Applications, with copies of 3 testimonials, to Hospital 
Secretary. 

LAMBETH HOSPITAL, Brook-drive, 8.E.11. Applica- 
tions are invited from pre-registration and tered medical 
anor oa: for the post of RESIDENT HOUSE PHYSICIAN, 
pane 3 on 18th September, 1957. Successful candidate will be 

—_— to —¢ a a fortnight’s Locum duty starting on 

eo pans rag 

wank — +... ‘from the Acting Physician-Superintendent. 

d addressed envelope should be enclosed. Cae 

LONDON ¢ “er HOSPITAL. Hospitals for Diseases 

2 vacancies occur Ist October, 1957, for RESI- 

DENT HOUSE PHYSICIAN, Appointments for 6 months, 4in 

London, 2 at the Country Branch, near Letchworth, and posts 

aded as House Officer. Duties include work in the Outpatient 

epartment and Special Clinics as well as in wards. 

ey stating date of birth, qualifications with dates, 

. appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 17th August. 

THomMas Brown, House Governor. 

London Chest Hospital, E.2. 2 

LONDON aed Pan cnt Hospitals for Diseases 
OF THE CHEST. occurs Ist November, 1957, for 
RESIDENT HOUSE. SURGE ON at the Hospital’s Country 
Branch, near Hitchin and Letchworth, Herts. The post is 
graded as Senior House Officer and the appointment, which 
provides excellent opportunities for experience in thoracic 
surgery, is for 6 months. 

Applications from registered medical practitioners, stating 
date of birth, qualifications with dates, and previous appoint- 
ments held, with copies of 3 testimonials, should reach the 
undersigned not later than 20th September. 

THOMAS Brown, House Governor. 

London Chest Hospital, E.2. 

MANOR HOUSE HOSPITAL, Golders Green, N.W.11. 
(Exempted from National Health Service.) Required, RESI- 
DENT SURGICAL OFFICER (Male). Salary commencing at 
#852 10s. p.a., less £170 p.a. deducted for emoluments. 6 
months appointment, renewable. 

Applications, stating age, nationality, qualifications, and 
surgical or orthopeedic experience, with copies of 3 recent testi- 
monials, to Mr. W. F. PENDRILL, Secretary. 





to Medical Director by 


Walthamstow, €.17. (123 
post of SECOND 





"(General—841 

















p.a., less 
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MILE END HOSPITAL, Bancroft-road, London, €E.1. 
(484 Beds.) HOUSE PHYSIC IAN (pre- or post-registration). 
Post vacant 8th September, 1957. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 23rd August, 1957, with copies of not more 
than 3 testimonials. 

MOORFIELDS EYE HOSPITAL, City-road Branch, 
London, E.C.1. Applications are invited for the post of SIXTH 
HOUSE SU RGEON (Registrar), non-resident. The appoint- 


ment is for a period of 4 months from Ist November, 1957, 
and the holder of the post at the completion of that time will 
be eligible for appointment as Fifth, Fourth, Third, Second 


Resident Surgical Officer and subsequently as Senior Resident 
Officer, for similar periods. 

Applications should be submitted on the official form obtain- 
able from the undersigned, stating age and qualifications, 
together with testimonials and photograph, and be received 
not later than 23rd, —- fk 

. M. TARRANT, House Governor. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited for the posts of RESIDENT MEDICAL 
OFFICER and HOUSE PHYSICIAN (resident) at Maida 
Vale Hospital for Nervous Diseases, London, W.9. Appoint- 
ments in the first instance for 6 months, renewable. Grading as 
Senior House Officer or Registrar according to experience. 
Preference will be given to candidates holding a higher degree 
and previous neurological experience will be an asset. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary at Maida Vale Hospital not later than 
2nd September, 1957. 

NELSON HOSPITAL, Kingston-road, Merton, &.W.20. 
HOUSE SURGEON (resident). Approved for Pre-registration 
Service. Post vacant now. 

Applications, stating age, qualifications, &c., and the names 
and addresses of 2 referees, to the Secretary at above address. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

REGISTRAR in Traumatic, Orthopedic, General and 
E.N.T. Surgery (resident or non-resident), St. Andrew’s Hos- 


pital, Billericay, Essex (near station—} hour by train from 
London). Ideal post for candidates reading for higher qualifica- 
tions ; recognised for F.R.C.S 


SURGICAL REGISTRAR (resident), ye Hospital, 
Walthamstow, E.17. Recognised for F.R.C 

REGISTRAR in Pathology Guldanti. * Chelmsford and 
Essex and St. John’s Hospitals, Chelmsford, Essex. Previous 
experience in pathology essential. Duties will include routine 


histological reporting 

ORTHO PEDIC REGISTRAR bate vy Harold Wood 

Hospital, Harold Wood, Essex. Recognised for F.R.C.S. Duties 

include general supervision of Casualty Department. 

MEDICAL REGISTRAR (non-resident), West Ham Group 
of hospitals, London, E.15. 

MEDICAL REGISTRAR (resident or non-resident. Sleeping 
in on duty nights), Mile End Hospital, Bancroft-road, E.1, 
Some tuberculosis experience desirable. 

MEDICAL REGISTRAR (resident), St. Margaret’s Hospital, 
Eppirg, Essex 

ANESTHETIC REGISTRAR (resident), Poplar Hospital, 
East India Dock-road, E.14. Recognised for D.A. an 
F.F.A. E C.S8. 

Appointments subject to review after 1 y 

Application forms from Secretary, 114, _ — —w -place, W.1, 
to be returned by 24th August. 

PLAISTOW Pa eng” ‘Samson-street, London, E.13. 
189 Beds.) saghe ications are invited for the i of 
ESIDENT HOUSE OFFICER (post-registration or 4 

registration second post) for 6 months, commencing 1st Octo 

in the Chest Unit and Infectious Diseases Unit. Some cnnautenss 

diseases of the chest desirable. The a offers good 
opportunities for experience in general me 

Applications, with copies of recent testimonials, to Hospital 
Secretary by 14th August. 


PRINCESS BEATRICE HOSPITAL, Earis Court, London, 
8.W.5. Locum Tenens OBSTETRIC HOUSE SURGEON 
(Senior House Officer grade) required 26th August for 2 weeks. 

__ Apply to the House Governor. 


QUEEN ELIZABETH HOSPITAL Ae CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUS NY oOriricnlt Appoint: 
ment will be made for 2 consecutive meh. of 6 months com- 
mencing ist October, 1957. First — (Hackney-road) as 
House Physician, and second as House Surgeon (Hackney- 
ae and Casualty Officer (Shadwell). 

plication forms may be obtained from the Secretary at 
Hae ey-road, and should be returned with copies of not more 
than 3 testimonials, not later than 19th August, 1957. 


QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
ye MENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 

and BANSTEAD WOOD, SURREY. 2 RESIDENT MEDICAL 
OFFICERS (Male or Female) (graded Senior House Officers). 
1 at Hackney-road and 1 at Banstead. Applications are invited 
for the above appointments to become vacant Ist November, 
1957. Candidates must have had experience in the treatment 
of sick children. The appointments will be for 1 year. 

Application forms may be obtained from the Secretary at 
Hackney-road, and should be returned, with copies of not more 
than 3 testimonials, not later than 29th h August, 1957. 


QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. SENIOR CASUALTY OFFICER (Male or 
Female : Senior House Officer grade), 5 year commencing 
3rd October, 1957. Post recognised TRGS i.e., half the 
year is recognised as casualty and halt as genera. surgery ). 
Applications, a copies of recent testimonials, to Group 
Secretar — West H 
Stratford, E.15, by 23rd August, 1957. 














am Group Hospital Management Committee, 
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QUEEN MARY’S HOSPITAL FOR THE EAST ND, 
Stratford, E.15. JUNIOR CASUALTY OFFICER dies 
Officer third post) required for 6 months commencing as soon 
as possible. 

Applications, with the names of 3 referees, to Hospital 
Secretary by 17th August, 1957. a 
QUEEN CHARLOTTE’S MATERNITY HOSPITAL. 
BERNHARD BARON MEMORIAL RESEARCH LABORATORIES. A REGI- 
STRAR in Pathology is required at the above Laboratories. 
Previous specialised experience is not essential. The successful 
candidate will have opportunities to work in all departments, 
will receive specialised training in serology and later may assist 
in research work. The post is resident. 

Applications to the House Governor at the Hospital on forms 

obtainable from 339, Goldhawk-road, London, W.6, within 
14 days. 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of RESIDENT SENIOR HOUSE OFFICER to the 
Radiotherapy Department. Applicants should be registered 
medical practitioners, and the appointment is suitable for a 
candidate doing a postgraduate course in radiotherapy. The 
appointment is for 1 year in the first instance. Salary and 
conditions of service in accordance with the scale laid down by 
the Ministry of Health for Senior House Officers. Duties to 
commence Ist October, 1957. 

Application forms may be obtained from the Hospital Secre- 
tary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom 
they should be returned not later than 4th September, 1957. 
ROYAL FREE HOSPITAL. Applications are invited 
from re Paes medical practitioners for the post of SENIOR 
CASUALTY OFFICER at the Royal Free Hospital. The 
appointment is full-time, resident for 6 months. Duties to 
commence Ist October, 1957. Salary and conditions of service 
in accordance with the scale laid down by the Ministry of Health 
for Senior House Officers. 

Application forms may be obtained from the Hospital 

Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to 
whom they should be returned not later than Ist September, 
1957. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of SENIOR REGISTRAR to the Anes- 
thetic Department, recognised within Senior Registrar establish- 
ment, duties to commence Ist October, and the post is for 1 
year in the first instance. Salary in accordance with the scale 
laid down by the Ministry of Health for Senior Registrars. 

Applications, together with the names of 3 referees, should be 
sent to the Secretary to the Board of Governors, Royal Free 
a. Gray’s Inn-road, W.C.1, not later than 3lst August, 

Pie 

ROYAL MARSDEN HOSPITAL, Fulham-road, $.W.3. 
RESEARCH ASSISTANT required (full-time) to work on 
pathological and clinical aspects of the study of breast cancer. 
Appointment for 1 year in the first instance, with a grant accord- 
ing to qualifications and capabilities. 

Applications to be sent to the House Governor by 24th August. 
oe MARSDEN HOSPITAL, Fulham-road, S.W.3. 

Applications are invited for the post of RESIDENT SURGICAL 
rn) FICER (Senior House Officer) to commence duty on Ist 
September, or as soon as possible after that date. The appoint- 
ment is for a period of 12 months. Preference will be given to 
Fellows of the Royal College of Surgeons. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than 17th August, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
REGISTRAR in Surgical and Medical Neurology for duties in 
the first instance (mainly surgical) at the Regional Neurological/ 
Neurosurgical Unit at the Brook Hospital, Woolwich. A similar 
appointment has recently been made at the Neuro-psychiatric 
Unit at Hurstwood Park, Haywards Heath, where neurosurgery 
including trauma is also undertaken, and duties will rotate 
annually between the 2 appointments. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 24th August, 
1957. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
frem registered Women medical practitioners for the post of 
Full-time SURGICAL REGISTRAR (recognised for the 
F.R.C.S.), resident, or non-resident if living near the Hospital. 
Vacant shortly. The appointment is normally for 2 years but 
subject to review at the end of the first year. Canvassing will 
disqualify, but candidates are not precluded from visiting the 
Hospital if they so desire. 

Forms of application from the Secretary, Lambeth ag 
Hospital Management Committee, Renfrew-road, S.E. to 
whom completed applications should be returned not nay than 
24th August, 1957. 


SOUTH LONDON HOSPITAL FOR WOMEN ‘AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical practitioners 
for the appointment of GYNACCOLOGICAL HOUSE SURGEON, 
vacant 7th October, 1957. Recognised for the M.R.C.O.G. 

Application forms from the Secretary. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical practi- 
tioners for the appointment of HOUSE SURGEON, vacant 
8th Nove mbe r, 1957, for a period of 6 months. Recognised for 
the F.R.C. 

Forms ~ 5 applic: ation from the Hospital Secretary. 
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SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. Applications are invited 
from pre-registration and registered Female medical practitioners 
for the ~~. ; of OBSTETRIC HOUSE SURGEON. 
Recognised for the M.R.C.0.G. Appointment is for 6 months 
from 23rd October, 1957. 

Forms of applic ation from the Secretary. 

SOUTH-EAST REGIONAL THORACIC SURGERY 
unit. (50 Beds.) BROOK GENERAL HOSPITAL, Shooters Hill- 
road, S.E.18. SENIOR HOUSE OFFICER, vacant now. 
Recognised for F.R.C.S. 6 months appointment and may then 
be renewed for a further period. The Unit treats all types of 
chest diseases and offers opportunity for comprehensive training 
in thoracic surgery. 
aft” to Group Secretary, Memorial Hospital, Woolwich, 
SOUTH WESTERN HOSPITAL, Landor-road, 8.W.9. 
Applications are invited from Women candidates for the post 
OUSE SURGEON (pre-registration) at the above Hospital, 
vacant Ist September. Duties include general surgery and the 
successful candidate will also be required to provide relief for 
leave of the House Surgeon at the Annie McCall Maternity 
Hospital. 

Application forms from the Hospital Secretary to be returned 

not later than 17th August. 
ST. GEORGE’S HOSPITAL, 8.W.1 Applications are 
invited for the whole-time post of SENIOR REGISTRAR to the 
Department of Radiology. This post is non-resident and the 
holder will work mainly in the Neuro-radiological Department 
at St. George’s Hospital (Atkinson Morley’s Hospital Branch). 
The successful candidate will be required to take up duty as 
soon as possible after Ist September, 1957. 

Applications, stating age, education, qualifications, and 
experience, together with the names of 2 4 should reach 
the undersigned not later om. 31st August, 1957 

P. H. CONSTABLE, House Gpvernor. 
ST. JAMES’ HOSPITAL, Galkeee 8.W.12. Senior House 
ty ICER (orthopedic and trauma). Post recognised for 
F.R.C.S. Vacant 13th September. 

ja ations, stating age, qualifications, experience and names 
of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address by 21st August. (0381.) 

ST. MARY'S HOSPITAL, W.2. Locum Resident Anaws- 
THETIST (Senior House Officer) required for the period 9th 
September—13th October. 

Applications, giving full details, should be sent immediately 

to ALAN PowpitTcu, House Governor. 
ST. THOMAS’S HOSPITAL AND THE HOSPITAL FOR 
SICK hgngee Great Ormond-street, London, W.C.1. There 
will be a vacancy on Ist November, 1957, for a SENIOR 
REGISTRAR in Plastic Surgery. The post is full-time and 
non-resident. The successful candidate will be required to devote 
6 sessions per week to St. Thomas’s Hospital and 5 sessions to 
The Hospital for Sick Children. 

Further particulars and forms of application which must be 
returned not later than 27th August, 1957, may be obtained 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
The Hospital for Sick Children. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy in October, 
1957, for a SENIOR REGISTRAR in pe The post 
is full-time and non-resident. The successful candidate will 
be required to rotate with a Senior Anesthetic Registrar at 
University College Hospital, spending 6 months at a time 
at each hospital. 

Further particulars and forms of application which must 
be returned not later than 2nd September, 1957, may be obtained 
from the undersigned. 

. F. RUTHERFORD, House Governor and Secretary. 
WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
yoy are invited for the post of RESIDENT ANAtS- 

ETIST (graded Senior House Officer), vacant 12th September, 
1957. Salary £819 10s. p.a., less £150 p.a. for board, lodging, &c. 
Recognised for the F.F.A.R.C.S. and D.A. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent imme- 
diately to Secretary, Forest aed Hospital Management 
Committee, Langthorne-road, 

WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
London, N.W.10. Locum ANASSTHETIC REGISTRAR wanted. 

Apply Hospital Secretary. __ ; ¥ 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. (609 Beds.) HOUSE PHYSICIAN for the 
Pediatric Department (18 medical beds). The post qualifies 
for D.C.H. Additional duties in Infectious Diseases Unit, 
Plastic Unit and Outpatients Department, Royal Buckingham- 
shire Hospital. Recognised pre-registration post, applications 
from registered practitioners will be considered. Post vacant 
3rd September, 1957. Interview 22nd August. 

Applications, with copies of 2 testimonials, to the Adminis- 
trative Officer. Closing date 13th August. — ‘ 
ASHFORD HOSPITAL, Ashford, Middlesex. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR for general surgery required. Post vacant 10th 
October. Cottage available in Hospital grounds for married 
applicant. Hospital may be visited by direct appointment with 
Medical Director. 

Application forms obtainable from, 
Secretary, Ashford Hospital, Ashford, 
August, 1957. ot 
BURTON GENERAL HOSPITAL AND ANDRESSEY 
HOSPITAL, BURTON-ON-TRENT. HOUSE SURGEON (gyneco- 
logical and obstetrics) required immediately at above Hospital. 
Post recognised for pre-registration purposes. 

Apply Group Secretary. 


and returnable to, the 
Middlesex, by 20th 
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ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (general 
surgery) required at Ashton-under-Lyne General Hospital. 
Recognised under F.R.C.S. regulations. Vacant September. 

Applications, with copies of 2 testimonials, to Group Secretary, 
cane General Hospital, Ashton-under-Lyne, 

ancs. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON (pre-registration) required. Post 
vacant 4th September, 1957. 

Applications to Group Secretary, North Devon Hospital 
Banagoment ¢ committee. 19, Alexandra-road, Barnstaple. 
BARNST ORTH DEVON INFIRMARY. (105 
Beds. ) SENIOR HOUSE OFFICER required, whose duties 
will be mainly casualty. Post tenable for 1 year. Small furnished 
flat available. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE PHYSICIAN required, recognised pre- 
registration appointment. 

Applications to Group Secretary, 19, Alexandra-road, 
Barnstaple. eters 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. Applications are invited for the resident post of HOUSE 
OFFICER (surgical) (recognised for pre-registration) at the 
North Lonsdale Hospital, Barrow-in-Furness. Post available 
beginning of September. Recognised for F.R.C.S. 

Applications to the Group Secretary, Barrow and Furness 
Hospital Management Committee, 105, Abbey-road, Barrow- 
in-Furness. Bau 
BECKENHAM HOSPITAL, Kent. Senior House Officer 
(medical) required for 1 year from 30th August. Duties mainly 
in medical wards and outpatient departments under Consultant 
supervision. Responsibility for supervision of 2 other House 
Officers, for whom Senior House Officer will be required to 
undertake occasional relief duties. 

Apply, stating age, qualifications, and experience, and naming 

3 referees, to Administrative Officer. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) HOUSE SURGEON (first, second or third 
post), vacant soon. General surgical duties, some orthopedics. 
Offering good opportunities for general experience in busy acute 
general hospital. Recognised for F.R.C.S. Approved pre- 
registration post. Married quarters may be available. 

Applications to Group Secretary. ~~ 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPACSDIC HOUSE SURGEON (first, 
second or third post), vacant now. Offers good opportunity 
for general experience in busy acute general hospital. Approved 
ee a yixvt Fully qualified practitioner’ may apply. 

ecognised -R 

Apply ‘eene ‘Seamieor. A ee Pan od! 
BEXHILL HOSPITAL, Bexhill-on-Sea. (62 Beds.) 
HOUSE SURGEON (resident) required. Pre-registration post 
vacant now. National scale of salary. 

Apply to Hospital Administrator. Toe 
BISHOP’S STORTFORD, HERTFORDSHIRE. HERTS 
AND ESSEX GENERAL HOSPITAL. (400 Beds.) Applications are 
invited for the post of HOUSE OFFICER Gcargical), pre- 

tration. — £467 10s.—£522 10s. p.a., ae respect 
of residential emoluments. Appointment to aaa imume- 


ately. 
Applications, stating age, pee y wen qualifications, and 
experience, with copies of 2 recent testimonials or the names of 
referees, to the Hospital Secretary. SWS A See 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 
Shrewsbury Group, Royal Salop Infirmary, Shrews- 


bury 

REGISTRAR (psychiatry) for Shelton Mental Hospital. 

Whole-time. Previous experience general medicine desirable. 
Coventry No. 20 Group, Coventry and Warwickshire 
Hospital, Coventry 

REGISTRAR’ (qynaecieny and obstetrics) for George Eliot 
Hospital, Nuneaton. Recognised M.R.C.O.G. Resident. Experi- 
ence in specialty essential. Higher qualification desirable. 

Application forms from Group Secretaries to be returned 
by 19th August, 1957. 
BIRMINGHAM REGIONAL HOSPITAL BOARD AND 
UNITED BIRMINGHAM HOSPITALS. Whole-time SENIOR REGIS- 
TRAR in Radiodiagnosis. Duties at Coventry and Warwickshire 
Hospital and other hospitals in the Coventry Group (9 notional 
half-days) and United Birmingham Hospitals (2 notional half- 
days). D.M.R.D. essential. Non-resident. 

Application forms from Secretary, 10, Augustus-road, Birming- 

ham, 15, to be returned by 26th ith August, 1957. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
SHELTON HOSPITAL, SHREWS™URY. (972 Beds.) SENIOR 
REGISTRAR in Psychiatry. Wide experience specialty and 
higher qualification required. Resident: single or married 
accommodation available Successful candidate may subse- 
quently be required to spend not more than 2 years in a selected 
hospital of the United Birmingham Hospitals in accordance 
with arrangements for the interchange of Senior Registrars 
agreed by the Board. 

Application forms from Secretary, Regional Hospital Board, 
10, Augustus-road, Birmingham, 15, to be returned by 26th 
August, 1957 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. E.N.T. 
DEPARTMENT. HOUSE SURGEON (resident), vacant 18th 
September, 1957. Recognised for D.L.O. Busy Hospital with 

Beds with approximately 50 E.N.T. beds. Candidates with 
previous experience 3 E.N.T. work considered for pooeee ss Re 
as Senior House Office 

Applications, with “coptes of 2 recent testimonials, to the 
Group Secretary. 























BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. Junior 
PATHOLOGIST (Junior Hospital Medical Officer), non-resident, 
vacant Ist October. Recognised for Dip. Pathology. Post offers 
wide a in all branches. 

Detailed applications to Group Secretary. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of PSYCHIATRIC 
REGISTRAR (Senior Registrar or Registrar grade, according 
to qualifications and experience) to the United Birmingham 
Hospitals. The appointment, tenable at the Queen Elizabeth 
and Midland Nerve Hospitals, will be for 1 year in the first 
instance, subject to annual review. The successful candidate 
if appointed as Senior Registrar, may subsequently be required 
to spend not more than 2 years in a selected hospital of the 
Birmingham Regional Hospital Kath 4 in accordance with an 
arrangement for the interchange of Registrars between the 
2 Boards. Candidates should hold the D.P.M. 

Application forms can be obtained from the Secretary, The 

United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned by 24th August, 
1957. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of SENIOR 
E.N.T. REGISTRAR (non-resident) for duties within the 
United Hospitals. Higher qualification in the specialty necessary. 
The appointment will be for 1 year in the first instance and 
subject to annual review. The successful candidate may sub- 
sequently be required to spend not more than 2 years in a 
selected hospital of the Birmingham Regional Hospital Board 
in accordance with an arrangement for the interchange of 
Registrars agreed between the 2 Boards. 

Forms of application may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned not later than 24th 
August, 1957. J 
BIRMINGHAM GROUP 9 HOSPITAL MANAGEMENT 
COMMITTEE. Whole-time JUNIOR HOSPITAL MEDICAL 
OFFICER for Mental Deficiency Group of 1400 Beds. Scope 
oy training in modern treatment methods. Recognised for 

P.M. Resident (single accommodation only) or non-resident. 

Application forms may be obtained from the Secretary, 

Coleshill Hall Hospital, Coleshill, Birmingham. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (pathology) 
required for duties at Royal Infirmary, Blackburn (Group 
Laboratory), but may also be required for duties at Queen’s 
Park Hospital, Blackburn, and Victoria Hospital, Accrington, 
at Consultant’s discretion. Recognised for D.Path. Post vacant 
2nd October, 7. 

Applications, with names of 2 referees, to Group Secretary, 
Hospital Management Committee Office, Royal Infirmary, 
Blackburn. PERI NT one EN 
BLACKBURN. QUEEN’S PARK HOSPITAL. (640 general 
beds.) BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COM- 

MITTEE. SENIOR HOUSE OFFICER (medicine) required 
—— September, for acute Medical Unit. 
oe ae + pom with names of 2 referees, to Group Secretary, 
Hosphal Management Committee Office, Royal Infirmary, 
Blackburn. ite ne as Pt Ea 
BLACKPOOL. VICTORIA HOSPITAL. (354 Beds.) 
HOUSE OFFICERS (Department of Medicine). 2 resident 
pre-registration posts are available on Ist October, 1957. 

Applications, stating age, experience (if any) and giving the 
names and addresses of 2 referees, should be sent to the Hospital 
Secre 
BLACKPOOL. VICTORIA HOSPITAL. (354 Beds.) 
SENIOR HOUSE OFFICER required for casualty and traum- 
atic surgery. Recognised for F.R.C.S. and offering wide variety 
of experience. Post vacant from Ist October, 1957. 

Applications, stating age, qualifications and ex penjenee and 

giving the names and addresses of 2 referees, should be sent to 
the Group Secretary, Blackpool end Fylde Hospital Management 
Committee. 
BLACKPOOL. VICTORIA HOSPITAL. (354 Beds.) 
HOUSE OFFICER (orthopedic and traumatic surgery). Resi- 
dent pre-registration post recognised for F.R.C.S. available from 
1st October, 1957, in the main acute ‘qunenead hospital serving 
the Blackpool and Fylde area. 

Applications, stating age, experience (if any) and giving t 
names and addresses of 2 referees, should be sent to the Hospital 
Secreta: 

BLACKPOOL. VICTORIA HOSPITAL. (354 Bede.) 
HOUSE OFFICER (Department of General Surgery). 
registration post available on Ist October, 1957, at th modern 
well-equipped hospital with a tacilities for gaining 
experience. Recognised for F.R.C.S. 

Applications, stating age, “experience and the names and 
addresses of 2 referees, should be sent to the Hospital Secretary. 
BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
required for the Department of Thoracic Surgery (120 Beds) at 
=, Hospital. 

Appl ly to Group Secretary, Foenehey Hospital, Bristol, giving 
age and experience and quoting 2 referees. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. Appicetice* invited for the appointment 
of RESIDENT ANAS ETIST at Frenchay Hospital (542 
staffed beds). The appointment will’ be made either in the 
House Officer or Senior House Officer grade according to the 
successful candidate’s qualifications and experience. The 
position offers Se in thoracic, plastic, neuro and general 
surgery. Vacant immediately. The post is normally resident but 
applications for a non-resident post will be considered. 

Applications, stating age, ——— and previous posts, 
and naming 2 referees. sent to the Group Secretary, 
Frenchay Hospital, Bristol. be 16th August, 1957. 
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BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE. NEW SUSSEX HOSPITAL FOR WOMEN AND SUSSEX 
MATERNITY HOSPITAL. OBSTETRIC AND GYNASCOLOGICAL 
HOUSE SURGEON (Female). Gynecological Department of 
24 Beds at New Sussex Hospital and relief obstetrical work at 
Sussex M: yw Hospital. The post is not yet recognised for 
D.Obst. R.C 

Applic a name giving age, experience and names of 2 referees 

to be sent to the Administrative Officer, New Sussex Hospital, 
Windlesham-road, Brighton, as soon as possible. 
BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON required at the above Hospital, vacant end 
September. Recognised for F.R.C.S. and D.O. Successful 
applicant will be considered for senior post (Senior House Officer) 
on completion of 6 months. 

Applications, stating age, qualifications, and experience, 
naming 2 referees, to the Administrative Officer. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL MAN- 
AGEMENT COMMITTEE. Applications are invited for the appoint- 
ment of GENERAL HOUSE SURGEON. The appointment, 
which becomes vacant on 7th October, 1957, is recognised for 
the F.R.C.S. examination and for pre-registration purposes. 

Applications to the Hospital Secretary. > 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in Anesthetics, to the above 
Group of hospitals. The post, which will become vacant on 
lst October, 1957, is based at Bury General Hospital, and is 
recognised for the D.A. examination. 

Apply, stating full details and names of 2 referees, to— 

H. WILKINSON, Esq., Group Secretary. 

Bury General Hospital, W: almersley- -road, Bury, Lancs. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. ROSSENDALE GENERAL 
HOSPITAL. Applications are invited for the posts of HOUSE 
OFFICER in Surgery at the above Hospitals. The posts are 
vacant now 

Apply, stating full details and names of 2 referees, to— 

H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 

CAERPHILLY HOSPITAL. (226 Beds for acute genera 
medicine and surgery.) Pre-registration HOUSE OFFIC cn 
(orthopedics and general surgery) required at above Hospital. 

Apply immediately, with names of referees, to the Group 
Secretary, Rhymney and Sirhowy Valleys Hospital Management 
Committee, Central Offices, Caerphilly-road, Ystrad Mynach, 
Glam. 

CARDIFF. ST. DAVID’S HOSPITAL. Senior House 
OFFICER required for Accident Unit at above Hospital. 

Form of application from Some Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. oN 
CARLISLE. CUMBERLAND INFIRMARY. (331 Beds.) 
Applications are invited for the following SENIOR HOUSE 
OFFICER appointments which are now vacant. 

1 “ Specials *” (E.N.T. and Eyes). 

1 Orthopeedics. 

Apply to the Group Secretary, Cumberland Infirmary, Carlisle. 
CARLISLE. CUMBERLAND INFIRMARY. (331 Beds.) 
Applications are invited for the pre-registration post of HOUSE 
OFFICER (general surgery) which is now vacant. Recognised 
for F.R.C.S. examination. 

Apply to the Group Secretary, Cumberland Infirmary Carlisle. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Applica- 
tions are invited for the following resident posts (pre- or post- 
registration) for the 6 months commencing immediately. 

HOUSE OFFICER (orthopedic). 

HOUSE OFFICER (surgical). 

Applications, stating age, qualifications and previous experi- 
ence, together with the names of 2 referees, should be submitted 
to the Group Medical Superinte ndent. Law Hospital, Carluke. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgical) (recognised by the Royal College 
of Surgeons and for Pre-registration Service) which is now vacant. 
Salary and conditions of service as laid down by the Ministry of 
Health. 

Applications, 


and 








stating age, qualifications, experience and 
nationality, with names and addresses of 3 referees, to the 
Group Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. : NS NR Aer 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
(731 Beds.) Applications invited for post of SENIOR REGIS- 
TRAR in Obstetrics and Gynecology. 75 obstetric and 60 
gynecologic al beds. Post vacant 20th September. 

Application forms, returnable by 24th August, may be obtained 
from the Group Secretary at above address. lhe 
CASTLEFORD, NORMANTON AND DISTRICT HOS- 
PITAL. RESIDENT CASUALTY OFFICER (Senior House 
Officer grade) required. Furnished house available. Post vacant 
early September. 

Applications to the Secretary, Pontefract and Castleford 
Hospital Management Committee, Great Northern House, 
Salter-row, Pontefract, as soon as possible. 


COVENTRY. GULSON HOSPITAL. 
OFFICER in General Medicine. Resident. 

Applications to Secretary, Group 20 Hospital Management 
Committee, Stoney Stanton-road, Coventry. 


CHELMSFORD AND ESSEX HOSPITAL. Locum Tenens 
REGISTRAR in Surgery required to work at the above Hospital 
for period 17th-—3lst — Preference will be given to 
applicants holding F.R.C. 

Applications to the a Chelmsford Hospital Manage- 
ment Committee, London-road, Chelmsford. 


Senior House 
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CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners for the post of RESIDENT SENIOR HOUSE 
OFFICER in Pathology. The successful applicant will work in 
the Group Laboratory at the Cheltenham General Hospital. 
Salary in accordance with Whitley Council terms and conditions 
of service. The post is tenable for 1 year in the first instance. 

Applications, with the names of 3 referees, to be forwarded 
to the undersigned forthwith stating age, qualifications and 
experience. STANLEY T. Davis, Group Secretary. 

General Hospital, Cheltenham. 

CHERTSEY, SURREY. ST. PETER’S HOSPITAL ate 
Botley’s Park War Hospital). (430 Beds.) RESIDENT 
HOUSE SURGEON (Senior House Officer or Intern) required 

for Gyneecological (30 Beds) and E.N.T. (approximately 14 
Beds) Departments. Salary in accordance with terms and 
conditions of National Health Service. Post vacant 15th August. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHICHESTER. ST. RICHARD’S HOSPITAL. (400 Beds.) 
Required, SENIOR HOUSE OFFICER to the General and the 
Medical and Surgical Chest Units. Post becomes vacant at the 
end of September. 

Applications, stating age, qualifications and experience and 
giving names of 2 persons to whom reference may be made, 
should be sent to the Surgeon-Superintendent. af 
CHICHESTER. GRAYLINGWELL HOSPITAL. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER. The post, which is a trainee post, offers wide experi- 
ence in all branches of adult psychiatry, both inpatient and out- 
patient. In addition to 3 outpatient clinics and other extra- 
mural activities, Graylingwell Hospital has an admission-rate 
of over 1100 patients a year, and it has Departments of Patho- 
logy, Psychology, Electro-encephalography, Clinicals Research 
and Neurology. The successful applicant will work under the 
direction of the senior medical staff and will also receive formal 
tuition by the Director of Research. Accommodation in the 
Hospital is available for a single man or woman at £170 p.a. 

Applications, giving details of experience and the names of 
3 referees, should be sent to the Medical Superintendent not 
later than 2 weeks after the appearance of this advertisement. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (185 
Applications invited for post of HOUSE OFFICER 
. First, second, eo or pens registration post, tenable 
for 6 months. Recognised for F. 

Applications, with copies of 3 sceataieie. to Group Secretary, 

Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 
CREWE AND DISTRICT MEMORIAL HOSPITAL. 
REGISTRAR (Orthopedic Department) required. Modern 
Theatres and Accident Department, incorporating every facility. 
Full traumatic and orthopedic service being developed. Now 
vacant. Salary and conditions as per regulations. 

Applications, stating age, qualifications and experience, 
together with names | 3 referees, to Group ree uth 
Cheshire Hospital Management Committee, Barony Hospital, 
iE IE SP ies La 
CREWE AND DISTRICT MEMORIAL HOSPITAL. 

108 Beds Acute, and Continuation 32 Beds.) SENIOR HOUSE 

FFICER (casualty ). Modern well-equipped department. 
Whitley Council salary scale and conditions of service. 

Applications, stating age, qualifications, &c., with names of 
2 referees, to sent as soon as possible to the Group Secretary, 
South Cheshire Hospital Management Committee, Barony Hos- 
pital, Nantwich, Cheshire. 

CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(108 Beds Acute, and Continuation 32 Beds.) Locum SURGICAL 
REGISTRAR required immediately for 3 weeks holiday duty. 
Salary and conditions in accordance with Whitley Council scale. 

Applications, stating age, qualifications, &c., with names of 2 
referees, to be sent as soon as possible to the Group Secretary, 
South Cheshire Hospital Management Committee, Barony 
Hospital, Nantwich, Cheshire. 
CREWE AND DISTRICT MEMORIAL HOSPITAL. 
oe Beds Acute, and Continuation 32 Beds.) 2 "i registration 

OUSE OFFICERS (surgical) required. roved for 
F.R.C.S. Sala and conditions in p monn 2 th Whitley 
Council scale. he appointments may be followed by second 


osts. 

Apply immediately, stating age, qualifications, &c., with 

names of 2 referees, to the Group Secretary, South Cheshire 
Hospital Management Committee, Barony Hospital, Nantwich, 
Cheshire. 
DERBY. CITY HOSPITAL. Derby No.1 Hospital Manage- 
MENT COMMITTEE. Applications are invited for the posts of 
HOUSE SURGEONS (2 vacancies), pre-registration. Both 
posts are recognised for the F.R.C.S. and will be vacant 11th 
September, 1957. 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent to the Medical Superintendent, 
City Hospital, Derby, as soon as possible. 


DERBY. CITY HOSPITAL (Obstetrical 











Department— 


76 Beds.) DERBY AREA NO. 1 HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following posts :— 
OBSTETRIC HOUSE SURGEON (pre-registration) or 


SENIOR HOUSE OFFICER for duties at the Derby City 
Hospital (76 Beds) and some duties at the Queen Mary Maternity 
Home (36 Beds). Vacant Ist October, 1957. 

OBSTETRIC HOUSE SURGEON (Senior House Officer) 
for duties at the Derby City Hospital. This post is recognised 
by the Royal College of Obstetricians for the.M.R.C.O.G., and 
the D.Obst.R.C.0.G. Vacant Ist October, 1957 

Applications, stating age, qualifications and experience, with 
copies of 2 testimonials, ceed d be sent to the Medical Superin- 
tendent, City Hospital, Derby. 
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DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 Beds.) 
HOUSE SURGEON (pre-registration) or SENIOR HOUSE 
OFFICER (general surgery), vacant mid-September. Recog- 
nised for F.R.C.S. if held by Senior House Officer. 

Apply, stating full details with copies of 2 recent testimonials, 

to Seerctary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) SENIOR HOUSE OFFICER (E.N.T.), vacant 10th 
September. Recognised for 6 months training for F.R.C.S. 
(otolaryngology ). 

Apply, stating full details with copies of 2 recent testimonials, 
to Secretary. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) HOUSE PHYSICIAN (pre-registration) or SENIOR 
HOUSE OFFICER (general medicine), vacant 7th September. 

Apply, stating full details with copies of 2 testimonials, to 

Secretary. 
DERBY. DERBYSHIRE HOSPITAL FOR WOMEN, 
FRIAR GATE, DERBY. HOUSE SURGEON (pre-registration) 
or SENIOR HOUSE OFFICER (gyneecology). 2 vacancies, 
1 for 10th September, the other 27th September. Recognised 
for M.R.C.O.G. in gynecology only. 

Apply, stating full details and for which vacancy, with copies 

of 2 recent testimonials, to Group Secretary, Derbyshire Royal 
Infirmary, Derby. 
DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING, SURREY. Applications are invited for the post of 
SENIOR Se OFFICER (general surgery, casualty, ortho- 
peedics and E.N.T.), vacant on Ist § oy oe 1957. Recognised 
for the F.R.C.S. Married quarters may be available to suitable 
applicant. 

Apply, with testimonials, to the Medical 
Desbier’ General Hospital. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD- 

SENIOR ANAZSTHETIC REGISTRAR, Norfolk and Nor- 
wich Area. Main Hospital Norfolk and Norwich. Hospital 
recognised for D.A. and F.F.A.R.C.S. Duties include angesthetics 
‘or thoracic surgery. Candidates are invited to visit hospitals 
by direct arrangement with Hospital Management Committee 
Secretary, Norfolk and Norwich Hospital, Norwich. 

SURGICAL REGISTRAR, Doddington Hospital, Cambs. 
(116 Beds). Post provides good experience in general and 
traumatic surgery. Self-contained flat available. Appointment 
for 1 year renewable for second year. Candidates invited to 
visit Hospital by direct arrangement with the Surgeon-Super- 
intendent. 

ORTHOPEDIC REGISTRAR, King’s-Lynn Hospital Group. 
Main hospitals, West Norfolk and King’s Lynn General and 
St. James’s Hospital, King’s Lynn. Appointment for 1 year, 
renewable for second year. Candidates invited to visit hospitals 
by direct arrangement with Hospital Management Committee 
Secretary, St. James’s Hospital, King’s Lynn. 

Applications, stating age, experience and the names of 3 
referees, to Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 19th August, 1957. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(702 Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital. Post vacant 16th 
August, 1957, and recognised for F.R.C.S. purposes. 

Apply, stating age, nationality, qualifications and experience, 
together with the names and addresses of 2 referees, to Group 
Secretary, Edgware General Hospital, by 17t bh August, 1957. 
EDINBURGH. CHALMERS HOSPITAL. Applications 
are invited from registered or pre-registration medical practi- 
tioners for appointment of RESIDENT HOUSE SURGEON 
in the Gynecological Annexe of the above Hospital, for 6 
months commencing Ist October, 1957, entailing responsibility 
for 24 gynecological beds and 19 children’s surgical beds. 

Applications, stating age, qualifications and experience, and 
names of 2 referees, to be sent immediately to the Secretary, 
Edinburgh Central Hospitals, 1, Rillbank-terrace, Edinburgh. 
EDINBURGH. PRINCESS MARGARET ROSE ORTHO- 
PADIC HOSPITAL. Applications are invited from registered 
medical practitioners for appointments as RESIDENT SENIOR 
HOUSE OFFICERS for periods of 12 months or 6 months 
commencing Ist October, 1957. National Health Service scale. 

Applications, stating age, qualifications and experience, and 
names of 2 referees, to be sent to the Secretary, Edinburgh 
Central Hospitals, 1, Rillbank-terrace, Edinburgh, 9. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required immedi- 
ately. Pre-registration post. Recognised for F.R.C.S. 

Applications, stating age, qualifications and experience, with 

copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 
FARNBOROUGH HOSPITAL, Kent. (800 Beds.) Senior 
HOUSE OFFICER (E.N.T. ) required lst September. Recognised 
for F.R.C.S. and D.L.O. Valuable experience in all aspects of 
E.N.T. work. 

Apply, stating age, qualifications with dates, experience and 
naming 3 referees, to Administrative Officer. 
FARNBOROUGH HOSPITAL, Kent. (800 Beds.) Ortho- 
PAZDIC SENIOR HOUSE OFFICER sequence for 1 year from 
26th September. Recognised for F.R.C.S 

Apply, stating age, qualifications with dates, and experience, 
and naming 3 referees, to Administrative Officer. 
GREENFORD. 


Superintendent, 











PERIVALE MATERNITY HOSPITAL. 
SOUTH WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. 


Locum HOUSE OFFICER required 9th September-14th 
November. Post recognised for Membership and Diploma in 
Obstetrics. Persons seeking second pre-registration post under 


Medical Act, 1950, may apply. 

Applications, stating age, nationality, qualifications with 
dates and experience, together with copies of 2 recent testi- 
monials, to Hospital Secretary, King Edward Memorial Hos- 
pital, Ealing, W.13, by 19th August. 





GAINSBOROUGH. JOHN COUPLAND HOSPITAL. 
Locum RESIDENT MEDICAL OFFICER (Junior Hospital 
Medical Officer) required at the above Hospital from 19th August 
to 18th September, inclusive. 

Applications to be sent to the Group Secretary, Lincoln 
County Hospital. 
GLASGOW. 
are invited for the post 
Orthopedics for duties at the 
unit at the Victoria Auxiliary Infirmary, Philipshill. 
which is tenable for 1 year, is resident at Philipshill. 

Applications, with names of 2 referees, to the S Coeeery, Board 
of Management for Glasgow Victoria Hospitals, 24, St. Vincent- 
place, Glasgow, C.1 
GRIMSBY GENERAL HOSPITAL. Applications are 
invited for CASUALTY OFFICER (Senior House Officer grade) 
with some E.N.T. duties. Post vacant mid-September. Up-to- 
date Medical Library and reading facilities available. 

Applications, with names and addresses of 2 referees, to 

Hospital Secretary. 
GQUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
SENIOR HOUSE OFFICER required for Ophthalmology. Post 
is vacant on 23rd August and resident accommodation is avail- 
7 The appointment is recognised for both the F.R.C.S 
and D.O. 

Apply as soon as possible, with copies of 3 testimonials, to 
the Hospital Secretary. 

GUILDFORD. ST. LUKE’S HOSPITAL. Senior House 
OFFICER, Group Pathology Laboratory. Post open beginning 
September. 

Ape. with names of 2 referees, to Hospital Secretary, 
St. Luke’s Hospital, Guildford. 

HALIFAX GENERAL HOSPITAL. 
in General Surgery required at above Hospital. 
Ist September. 

Applications to the Group Secretary, Halifax Area Hospitals 
Management Committee, Royal Halifax Infirmary, Halifax. ‘. 
HALIFAX. 


VICTORIA INFIRMARY. Applications 
of SENIOR HOUSE OFFICER in 
Victoria Infirmary and a large 
The post, 


Senior House Officer 
Post vacant 


ROYAL HALIFAX INFIRMARY. House 
PHYSICIAN required in General Medicine. Post now vacant. 

Apply to Group Secretary, Royal Halifax Infirmary, Halifax. 
HARROGATE AND DISTRICT GENERAL HOSPITAL, 
HARROGATE, YORKSHIRE. (253 Beds.) JUNIOR HOSPITAL 
MEDICAL "OFFIC ER in Casualty and Ortho —— Surgery. 
House available on reasonable rental, for married person, in the 
near Same | of the Hospital. Resident quarters available in 
the Hospital for single person. 

Applications, with the names of 2 referees, should be addressed 
to the Hospital Secretary as soon as possible. 


HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) 2 HOUSE SURGEONS required early September. 
Pre-registration posts. 1 for general surgery and E.N.T., 1 for 


general surgery and urology 

R Apply, with copies of toxtimoniala, to the Hospital Adminis- 
rator. 

HASTINGS AND ST. LEONARDS-ON-SEA. BUCHANAN 
HOSPITAL (94 Beds.) Locum SENIOR HOUSE OFFICER 
(urology ) countess from 15th August, 1957, on a week-to-week 
basis. Salary £15 19s. a week, less board. 

Applications should give names of 2 referees and should be 

addressed to the Administrator, Buchanan Hospital, St. 
Leonards-on-Sea. 
HASTINGS AND ST. LEONARDS-ON-SEA. BUCHANAN 
HOSPITAL. (94 Beds.) HOUSE SURGEON required for 28 
gynecological beds in Hospital in course of being changed into 
unit for obstetric and gynecological patients only. Post is vacant 
8th September and recognised for M.R.C.O.G. Candidates for 
Pre-registration Service (surgery) can be considered. 

Apply, giving names and addresses of 3 referees, to Hospital 

Administrator. a 
HEREFORD. GENERAL HOSPITAL. (154 Beds.) 
HOUSE OFFICER (general surgery ) required, pre-registration 
post. Hospital recognised by R.C.S. Duties include care of 
general surgical beds and in addition ‘tor 3 months of orthopedic 
beds and for 3 months of E.N.T. beds. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary, Victoria House, Eign-street, Hereford. 


HEREFORDSHIRE GROUP OF HOSPITALS. Registrar 
in General Medicine. Duties mainly at County Hospital (339 
Beds) and General Hospital (154 Beds). Resident or non-resident. 

Application forms from Group Secretary, Victoria House, 
Eign-street, Hereford, to be returned by 30th August, 1957. 
Candidates may visit Group Hospitals. 


HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. The 
post is recognised as a pre-registration ap ae and for 
the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. JOHNSON, Secretary to the Management Committee. 

The Roy al Infirmary, Huddersfield. 


IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture ard Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of receat testimonials, to the 
Hospital Secretary. 


ISLEWORTH. WEST M! !DDLESEX HOSPITAL. House 
OFFICER (Geriatric Unit), resident, vacant 26th September. 
Post offers excellent experience in general medicine. 

Applications, stating age, qualifications and copies of up to 3 
testimonials or names of referees, to Group Secretary, South 
West Middlesex Hospital Management Committee, West 
Middlesex Hospital, Isleworth, by 20th August. 
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KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL, WORCESTERSHIRE. (112 Beds.) Applications are invited 
for the pre-registration post of HOUSE OFFICER (House 
Surgeon) at the above Hospital. Post vacant now. 

Applications, with names of 3 referees, to the 

Secretary. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(240 Beds.) SENIOR HOUSE OFFICER (casualty). The 
successful applicant will work with the, _ Specialist Orthopedic 
Unit. The post is recognised for F.R.C. 

Applications, with names of 2 re (a to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 

General Surgery 

Hospitals in the York A Group (150 general surgical beds). 
Non-resident. If desired, the duties may be altered to include 
a proportion of orthopedic surgery. Recognised for F.R.C.S. 
May include some duties in the Casualty Department. 
Ophthalmology 

Halifax Group (11 eye beds). 

Psychiatry 

Stanley Royd Hospital, Wakefield (2000 Beds). Facilities 
for attendance at the Leeds University will be provided if the 
successful candidate is studying for the D.P.M. Accommodation 
may be available. 

Oulton Hall Hospital, near Wakefield (272 Beds), and 
affiliated mental deficiency colonies. Non-resident. If desired 
facilities for attendance at the Leeds University will be provided 
if the successful candidate is studying for the D.P.M. 

Thoracic Surgery 

Thoracic Surgery Units at the Bradford Royal Infirmary and 
the Middleton Hospital (aggregate of 60 Beds, both non- 
tuberculous and tuberculous cases). Non-resident. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 15th August, 1957. 
LEEDS REGIONAL HOSPITAL BOARD. Senior Regis- 
TRAR in Psychiatry, Stanley Royd Hospital, Wakefield (2000 
Beds), and Associated Clinics. It is anticipated that the suc- 
cessful candidate will undertake 2 clinical sessions (which may 
include research) in association with the Department of Psychi- 
atry of the University of Leeds. Candidates must hold the 
D.P.M. or equivalent qualifications. Married accommodation 
may be available. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 22nd August, 1957. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. RESIDENT SURGICAL 
OFFICER of Registrar status required for 1 year in the first 
instance. Terms and conditions of service of hospital medical 
staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, and 3 names for reference, should be sent to the Sub-Dean, 
School of Medicine, Leeds, 1, not later than 22nd August, 1957. 
LEEDS. UNITED LEEDS HOSPITALS/LEEDS REQG- 
IONAL HOSPITAL BOARD. REGISTRAR in Thoracic Surgery. 
First year normally at the Regional Thoracic Centre, Pinderfields 
General Hospital, Wakefield (56 Beds), which is under the 
charge of the Consultants to the Teaching Hospital. Second year 
if Yar at the General Infirmary at Leeds. Recognised for 


Hospital 


, eR stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 22nd August, 1957. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT MEDICAL 
REGISTRAR (chest and infectious diseases) required. Single 
accommodation available. Acute pyrexial conditions, tuberculosis 
and all forms of chest and heart diseases. Hospital has complete 
Thoracic Surgical Unit with medical and surgical outpatient 
clinics. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, 10, by 19th August, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LICHFIELD. ST. MATTHEW'S HOSPITAL, Burntwood, 
LICHFIELD, STAFFS. (1330 mental beds.) BURTON-ON-TRENT 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (psychiatry) required. Resident accom- 
modation available. Facilities for taking a D.P.M. Course at 
Birmingham University. 

Applications, with 2 references, to the Medical Superintendent. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Applica- 
tions are invited from pre-registration candidates for appoint- 
ments as HOUSE SURGEONS for 6 months to be followed if 
satisfactory by appointments as House Physicians for a further 
6 months. 

Full particulars should be sent to— 

R. W. Howick, Group Secretary. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
WOMEN’S HOSPITAL. Applications are invited for a post of 
SENIOR HOUSE OFFI /ER in Gynecology (resident) for the 
year from Ist October, 1957, to 30th September, 1958. 

Apply by 2ist August on form obtainable from the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 
LIVERPOOL, 9. WALTON HOSPITAL. House Officer 
(orthopeedic) required from Ist September, 1957. Post recognised 
for Pre-registration Service. 

Apply to Physician-Superintendent, 
qualifications and names of 2 referees. 
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LIVERPOOL, 9. WALTON HOSPITAL. Post as Senior 
HOUSE OFFICER in Regional Neurosurgical Unit vacant from 
Ist September, 1957. Term of 1 year, renewable. 

Send app’'°stions, with details of experience, qualifications, 
age and nieuws of 2 referees, to Physician-Superintendent, 
Walton Hos; ‘tal, Liverpool, 9. 

LIVERPOOL, 20. BOOTLE HOSPITAL. Applications 
are invited for a post as SENIOR HOUSE OFFICER (Surgical 
Departments) at Bootle Hospital. Vacant early August. 

Apply to Secretary, Walton Hospital, Liverpool, 9 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 
above Hospital. Post vacant immediately. There are 55 E.N.T. 
beds and 6 specialist operating sessions each week. Valuable 
experience is available, and the post is recognised for the purpose 
of the F.R.C.S. and the D.L.O. Salary will be £819 10s. a year, 
less £150 a year for residential emoluments. 

Applications to the Administrative Officer, 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
MANCHESTER, 4. ANCOATS HOSPITAL. Applica- 
tions are invited tor the post of SENIOR HOUSE OFFIC ER 
(surgery) to act as Assistant Resident Surgical Officer and for 
duties in © the Department of Orthopeedic Surgery. Recognised 
or Cc 

Applie ations, with names of 2 referees, by 23rd August,, 1957 
to Group Secretary, North Manc hester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8. 
MANCHESTER, 8. CRUMPSALL HOSPITAL. Applica- 
tions are invited for the post of RESIDENT CLINICAL 
P ATHOL OGIST (Senior House Officer), vacant Ist October 
1957. Tenable for 1 year and presents opportunities for gain- 
ing @xperience in all branches Of clinical pathology. Previous 
experience in pathology not essential. 

Applications, with names of 2 referees, by 19th August, 1957, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8. 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited from registered medical practitioners for the 
post of CASUALTY OFFICER (Senior House Officer grade) at 
the above-named Hospital. This post is recognised by the 
Royal College of Surgeons. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, within 7 days of the appearance 
of this advertisement. <4 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE, AND ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEES. Applications are invited for the post 
of REGISTRAR in Peediatrics which is now vacant. The 
successful applicant, who may be either resident or non-resident, 
will have duties in the Neo-natal Departments and Children’s 
Units at hospitals in the above Groups, which are recognised for 
the D.C.H. The person appointed to the post will supervise the 
work of Senior House Officers in both Groups and assist the 
Consultant Peediatrician. 

Apply, stating full details of experience and qualifications, 
together with names of 2 referees, to— 

H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 

MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite ee, from registered medical practitioners for the 
post of REGISTRAR in Plastic Surgery. The duties are largely 
at the main Plastic Unit at Wythenshawe Hospital, which is a 
general hospital with 71 plastic surgery beds. In addition the 
holder of this post attends other hospitals where plastic surgery 
is carried out under the direction of the Consultants. 

Applications, stating age, qualifications, present post, and 
experience, together with the names of 2 referees, to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 
MANCHESTER REGIONAL HOSPITAL BOARD. Salford 
HOSPITAL MANAGEMENT COMMITTEE. SURGICAL REGISTRAR 
required at Hope Hospital, Salford, 6, vacant now. A busy 
:. hospital offering excellent experience. Recognised for 

~R.C.S 

Applications, with names of 2 referees, should be sent to the 

Group Secretary, Salford Royal Hospital, Salford, 3, before 
17th August, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post. of RESIDENT REGISTRAR in 
Obstetrics and Gynecology, 1 of 2, in the West Manchester 
Group of hospitals with main duties at Park Hospital, Davy- 
hulme. There are 73 obstetric beds, 31 Synmociens | beds and a 
special-care Baby Unit of 7 Beds at Park iospital Tacant end 
of September. Appointment for 1 year, renewab 

Application forms from Group Secretary, Par 
Davyhulme. 7 sie i asin ie 
MANCHESTER REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Anesthetics in the South Manchester Group 
of hospitals, mainly at Withington Hospital. It is intended that 
the person appointed will later transfer to the United Man- 
chester Hospitals (Manchester Royal Infirmary, &c.). 

Application form, obtainable from the Board’s Senior Admini- 

strative Medical Officer, Cheetwood-road, Manchester, 8, should 
be returned by 26th August, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. Sal- 
FORD HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RESIDENT MEDICAL OFFICER (Regis- 
trar grade) at Salford Royal Hospital, vacant Ist October, 
1957. 


Kent County 








Hospital, 


Applications, together with names and addresses of 2 referees, 
to be forwarded to the Group Secretary, Salford Royal Hospital, 
Salford, 3, before 17th August, 1957. 
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MANCHESTER REGIONAL HOSPITAL BOARD. Birch 
HILL HOSPITAL. REGISTRAR in Obstetrics and Gynrecology 
required Ist October. Recognised for D.Obst.R.C.0.G. House 
available, unfurnished or partly furnished, at a moderate rental. 
Interviews to be held 2nd September. 

Apply at once to Group Secretary, Central Offices, Birch Hill 

Hospital, Rochdale, Lancs. 
MANCHESTER ~—_°"— 5 HOSPITAL BOARD. Hope 
HOSPITAL, SALFORD. SALFORD HOSPITAL MANAGEMENT COM- 
MITTEE. ORTHOPACDIC REGISTRAR, required mid-Sept- 
ember, 60 adult and children’s beds. Duties also at Salford 
Royal and Royal Manchester Children’s Hospitals. 

Applications to Group Secretary, Salford Royal Hospital, 
Salford, 3, before 30th August, 1957. 
errap s+ tly REGIONAL HOSPITAL BOARD. Roch- 

DALE INFIRMARY. (109 surgical beds.) RESIDENT SURGICAL 
OFFICER (Registrar grade) required for this busy surgical 
bo which has a large Outpatients Department. Recognised 
for F.R.C.S. Post vacant Ist September, 1957. 

Apply at once, with details of experience and qualifications and 

names of 3 referees, to Group Secretary, Central Offices, Birch 
Hill Hospital, Rochdale. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of REGISTRAR in General Medicine, 
vacant from ist October, to the Blackpool and Fylde Group of 
hospitals, with main duties at Victoria Hospital, Blackpool. 
A furnished flat is available in the married quarters situated 
in a detached property in a select residential area adjacent to the 
Hospital. 

Applications, stating age, qualificafions, experience together 
with the names and addresses of 2 referees, should be addressed 
to the Group Secretary, Blackpool and Fylde Hospital Manage- 
ment Committee, Victoria Hospital, Blackpool. 
MANCHESTER VICTORIA MEMORIAL JEWISH HOS- 
PITAL. (Acute—104 Beds. on-sectarian.) Applications are 
invited for the post of RESIDENT SURGICAL OFFICER 
(Registrar grade). Recognised for F.R.C.S. Vacant 2nd 
September, 1957. 

Applications, with namés of 2 referees, by 23rd August, 1957, 
to Group Secretary, North Manchester —- Management 
Committee, Crumpsall Hospital, Mancheste 
MACCLESFIELD AND DISTRICT HOSPITAL MAN- 
AGEMENT COMMITTEE. HOUSE OFFICER in Surgery (pre-regis- 
tration post). Acute Surgical Unit of 100 Beds. Recognised for 
F.R.C.S. purposes. Main casualty duties undertaken by Senior 
Resident Practitioner. 

Apply immediately to , Soom Secretary, ‘‘ Willerby House,”’ 

Cumberland-street, Macclesfield. 
MIDDLESBROUGH. GENERAL HOSPITAL, Ayresome 
Green-lane, MIDD’ ®SBROUGH. TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the-appointment of 
a HOUSE PHYSICIAN (pediatrics) at the above Hospital. 
The Peediatric Unit is a very active one of 60 Beds and Cots for 
acute cases and a busy Outpatient Department. The post is 
recognised for Pre-registration Service and for the D.C.H. 
examination. 

Applications, stating age, qualifications, experience and giving 
names of 2 referees, should be addressed to the Hospital 
Secretary. 

NEWCASTLE GENERAL HOSPITAL. (838 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
Cardiology. SENIOR HOUSE OFFICER (resident) required 
in the Cardiovascular Department, vacant beginning of October. 

Applications, together with names and addresses of 2 referees, 
should be sent to the Secretary, a General Hospital, 
Westgate-road, Newcastle upon Tyne, 4 
NEWCASTLE oe HOSPITAL. (838 Beds.) 
NEWCASTLE UPON NE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFIC ER (Accident and Admission Depart- 
ment). Post vacant 3lst August, 1957. Recognised for F.R.C.S. 

Applications, with names and addresses of 2 referees, should 
be forwarded to the Secretary, Newcastle General Hospital, 
Westgate- road, Newcastle upon Tyne, 4, as soon as possible. 
NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE GENERAL HOSPITAL. (848 Beds.) SENIOR REGISTRAR 
PHYSICIAN (whole-time) required for Clinic No. 1 at the above 
Hospital. Further particulars on request. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 21 days. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. ROYAL VICTORIA INFIRMARY. Applications 
are invited for the non-resident appointment of SENIOR 
HOUSE OFFICER in the Throat, Nose and Ear Department at 
the Royal Victoria Infirmary. The appointment is for 1 year 
in the first instance and is subject to Ministry of Health terms 
and conditions of service. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

. W. SANDERSON, House Governor and Secretary. 

Royal Vic toria Infirmary, Newcastle upon Tyne, 


NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. ROYAL VICTORIA INFIRMARY. Applications 
are invited for the non-resident appointment of SENIOR 
HOUSE OFFICER in the Department of Ophthalmology at the 
Royal Victoria Infirmary. The appointment will be for 1 year, 
and will be subject to terms and conditions of service of hospi 
medical staff in the National Health Service. The salary will 
be at the rate of £819 10s. p.a., subject to the appropriate 
deductions. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

SANDERSON, House Governor and penenane. 

Royal Victoria Infirmary, Newcastle upon Tyne, 1 











NEWPORT, MONMOUTHSHIRE. ROYAL QWEN 
HOSPITAL. (260 Beds. 10 Residents. Recognised F. ROS) 
SENIOR HOUSE OFFICER required for Casualty Department 
which is under the full-time charge of a Senior Hospi Medical 
Officer and there are also 2 Senior House Officers. The Department 
has recently been rebuilt and re-equipped, and all medical and 
surgical emergency admissions pass through it. Tenable for 6 or 
12 months at candidate’s option. Excellent experience. 

Write, quoting 2 referees, to T. A. JonEs, Group Secretary. 

_ 64, Car ff-road, Newport, Mon. aati) 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (medical), vacant early 
September. The post is tenable for 6 months or a year by 
agreement. 

Applications, with copies of 2 testimonials, should be sent to 

the Secretary, Nottingham Children’ ‘3 Hospital, Chestnut-grove, 
Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time REGISTRAR (thoracic 
surgery) required. Single accommodation available. Appoint- 
ment for 1 year in first instance. Thoracic Unit at City Hospital, 
undertakes non-tuberculous and cardiological cases ; tuberculous 
surgery undertaken at modern unit in nearby Sanatorium, 
appointee encouraged to attend. Previous thoracic surgical 
experience desirable. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffie ld, by 19th August, 1957, giving age, 
nationality, present and previous appointments with dates, 
naming 3 referees. eo 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(general en 44 vacant 16th September, 1957. The post is 
approved for the F.R.C.S. The officer appointed will also be 
required to undertake certain duties in the ——— Depart- 
ment. A deduction of £150 p.a. will be made for residential 
emolumen 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. ce 
NOTTINGHAM | GENERAL HOSPITAL. Senior House 
wn Hg rod (surgery) required ; duties to commence about 
m 

Applications, stating age, qualifications and euperimnes, one 
nationality, together with copies of testimonials, to be sent to 
the Group Secretary, General Hospital, Nottingham. 
NOTTINGHAM. MAPPERLEY HOSPITAL. (1078 
Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR (psychiatry) required. House or single quarters 


available. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 19th August, 1 , giving age, 
nationality, qualifications, present and a hay Ea hod 
with dates, naming 3 referees. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. (551 Beds. ) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR required in the X-ray Diag- 
nostic Department at above Hospital for 1 year in first instance 

Application forms ob able from, and returnable to, the 
—, beer oo Harefield and Northwood Group Hospital 
Man t Committee, Mount Vernon Hospital, Northwood, 
Middx, = 31th August, 1957. Hospital may be visited by direct 
appoint tment. 
NUNEATON. 
SURGEON (general surgery). 
and F.R.C.S. Resident. 

__ Applications to Hospital Secretary 
pete ae (MENTAL) HOSPITAL AND 
Tyrer ications are invited for the post of 
SENIOR. HOUSE OFFICER. Previous experience as House 
Surgeon or Physician essential. Previous psychiatric ae 
unnecessary. The Physician appointed will work primari - $- 
the Insulin Therapy Clinic and with a Senior Consultant at 
outpatient clinics. There are — facilities for postgraduate 
study in a teaching general hos — alary £819 10s. p.a. 
° Apply, Physician-Superinten ent, users Hospital, near 
OXFORD REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Obstetrics and Gynsecol to the Combined 
Reading - £GT" (100 Beds). Applicants should preferably 
hold the M.R.C 

Applications, a .- URE obtainable from the Secre Regis- 
trar Committee (from whom further details sy be obtained), 
43, Banbury-road, Oxford, should reach him by 31st August. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for the post of HOUSE OFFICER in the Accident 
— at the Radcliffe Infirmary with effect from 1st September, 








Appointment for 1 Pi in first instance 








GEORGE ELIOT HOSPITAL. House 
Recognised pre-registration 





Applications, stating age, qualifications and_ experience, 
together with available testimonials, to the Administrator, 
Radcliffe Infirmary, Oxford, by 14th August. 
PONTEFRACT. HEADLANDS HOSPITAL. 
PHYSICIAN (Senior House Officer grade) required to fill a 
ost - 1 saeee Hospital. This is a modern "Geriatric Unit of 


15 
Applications as soon as possible to the Secretary, Pontefract 
and Castleford —_ Management Committee, Great Northern 
House, Salter-row, Pontefract, Yorkshire. 
PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
HOUSE PHYSICIAN oe Male), post vacant 25th 
August, 1957. aa gameaene re-registration post which offers 
excellent ex perien 
‘Applications should be sent to the Group Secretary, Plymouth 
Special Hospital Management Committee, 8, ‘Nelson-gardens, 
Stoke, Plymouth, Devon. 
39 
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PLYMOUTH. THE SCOTT ISOLATION agg HD on 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE. plica 
tions are invited for the appointment of SENIOR HOU SE 
OFFICER from Male registered medical practitioners who have 
preferably been qualified for 1 year, and have had previous 
hospital experience. The applicant should be able to drive a car. 
The duties, in 2 departments, will be chiefly in connection with 
infectious and venereal diseases, the former including a sub- 
stantial proportion of cases in children. The varied clinical work, 
including acute medical cases, provides valuable experience, 
particularly to those reading for a higher medical degree, or 
contemplating General Practice. The appointment will be for 
1 year, vacant on 25th August, 1957. The post is non-resident, 
but the successful candidate will be required to live near the 
Hospital and be on the telephone. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Special 
Hospital Management Committee, 8, Nelson-gardens, Stoke, 
Plymouth. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. QUEEN ALEXANDRA HOSPITAL. (78 medical beds.) 
HOUSE PHYSICIAN (pre-registration), vacant now. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 

Saint Mary’s Hospital, Milton-road, Portsmouth. 
PORTLAND HOSPITAL, Portland, Dorset. House 
SURGEON required at the above Hospital, formerly The Royal 
Naval Hospital. The post is resident and tenable for 6 months 
from ist October, 1957. 

Applications, stating age. qualifications, experience and 

nationality, together with copies of testimonials, to the Group 
Secretary, West Dorset Hospital Management Committee, 
Damers-road, Dorchester, Dorset, immediately. 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (area Accident and Orthopedic 
Department), vacant immediately. Recognised for F.R.C.S. 
Duties including work in area Casualty Department at Battle 
Hospital, Reading (300 Beds). Person appointed will work with 
Registrar and House Officers. 

Apply, stating nationality, present post, and qualifications 
with dates, together with names of 2 referees, to Group Secretary, 
3, Craven-road, Reading. 

READING AREA DEPARTMENT OF MEDICINE. Appli- 
cations are invited from registered and provisionally registered 
medical practitioners for 2 posts as RESIDENT HOUSE 
PHYSICIAN vacant ist September, 1957, for a period of 6 
months. Successful candidates will be required to carry out 
duties at the following Reading Hespitals : Royal Berkshire 


Hospital (398 Beds), Battle (374 Beds) and Prospect Park 
(104 Beds). 
Write immediately, stating age, qualifications with dates, 


nationality, present post, with copies of 2 recent testimonials, 
to Secretary, Royal Berkshire Hospital, Reading. 

READING. BATTLE HOSPITAL. (391 Beds.) Applica- 
tions are invited from registered medical] practitioners for the 
post of RESIDENT JUNIOR HOUSE SURGEON in the 
Accident and Orthopedic Department. Post vacant immediately. 
F.R.C.S. recognised. Also casualty duties. 

Apply, stating age, qualifications with dates, 

present post, with 1 copy of recent testimonial, 
Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (398 
Beds.) Applications are invited from registered and provisionally 
registered medical practitioners, Male and Female, for resident 
post of HOUSE SURGEON, vacant Ist September, 1957, and 
tenable for 6 months. 

Write, before 15th August, 
dates, nationality, present post, 
monials, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (398 
Beds.) READING AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered and provi- 
sionally registered medical practitioners for the resident post 
of HOUSE PHYSICIAN in the Pediatric Department, vacant 
lst September, 1957, and tenable for 6 months. 

Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL, SURREY. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR in Clinical Pathology for 
appointment to Group Laboratory. Post expected to become 
vacant 30th November, 1957. Visits by arrangement with 
Group Pathologist, telephone 3581. 

Application forms from Group Secretary, above address. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 
Beds.) Required, SENIOR HOUSE OFFICER (medical). Post 
Resident and tenable for 1 year, commencing 3rd September, 
1957, for duties in modern General Hospital. 

Applications, &c., to reach the undersigned by 21st August, 
1957. C. FIELD, Secretary. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 
Beds.) Locum SENIOR HOUSE OFFICER required in the 
Geriatric Department at the above Hospital for the period 
10th—27th August, 1957. 

Applications to the undersigned as soon as possible. 

J. C. FIELD, Secretary. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) ORTHOPASDIC HOUSE SURGEON (resident) required 
in the Orthopedic and Accident Unit immediately. The 
service consists of 100 beds equally divided between traum- 
atic surgery and “ cold ” orthope <r. gros is recognised for 
pre-registration purposes and for F.R. 

Applications to be sent to Group Sec a , Romford Hospital 
Management Committee, Oldchurch Hospital. 


nationality, 
to Hospital 


stating age, qualifications with 
with copies of 2 recent testi- 
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ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required from 11th 
September, 1957, in the General Surgical Unit. Recognised for 
F.R.C.S. Open to either pre-registration applicants or to fully 
qualifie d practitioners. This very active Unit of a total of 
approximately 180 Beds affords ample opportunities for candi- 
dates to obtain first-class tuition and experience. The candidate 
appointed will be attached to a unit of approximately 60 beds. 

Applications should be forwarded to the Group Secretary, 
Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford. Rf 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required immediately. 
(Not pre-registration appointment. ) 

Applications should be forwarded to the Secretary, Romford 

Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 
ROTHERHAM. OAKWOOD HALL HOSPITAL. (102 
Beds) AND THE CHEST CLINIC. SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time RESIDENT REGISTRAR (chest diseases) 
required. Unfurnished self-contained flat available for married 
candidate. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 19th August, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR at Stratheden Hospital, Cupar 
Fife. During the tenure of the post opportunities for inter- 
change of duty and training at other centres in the Region may 
be available under the joint training scheme of the Sonth- 
Eastern Regional Hospital Board and the Department of 
Psychological Medicine of the University of Edinburgh. 
Residence is available. 

Apply, giving particulars of age, qualifications 7 previous 
experience, and the names of 2 referees, to the Se¢retary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 31st August, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

SENIOR REGISTRAR in Orthopedics based at the Victoria 
Infirmary, Glasgow, and with duties at Philipshill Hospital, 
Renfrewshire. 

SENIOR REGISTRAR in Pathology based at the Southern 
General Hospital, Glasgow. 

SENIOR REGISTRAR in Plastic Surgery at the Royal and 
Western Infirmaries, Glasgow, for duties with the Regional 
Consultant in Plastic Surgery. 

REGISTRAR in Psychiatry for duties on a rotational basis 
at. Bellsdyke Mental Hospital, Larbert, and H.M. Institution, 
Polmont. : 

a in Psychiatry based at Stobhill General Hospital, 
Glasgow. 

REGISTRAR in Obstetrics and Gynecology based at the 
Western District Hospital, Glasgow. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, by 24th August, 1957. : a 
SHEFFIELD. WHARNCLIFFE HOSPITAL. (128 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time SURGICAL 
REGISTRAR required with additional orthopedic duties. 
Single accommodation available. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional ote Board, 

Old Fulwood-road, Sheffield, by 19th August, 1957, giving age, 
nationality, qualific ations, present and previous appointments 
with dates, naming 3 referees. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOU SE OFFICER, Department of Obstetrics and 
Gynecology, required. Post vacant 3rd September. Preference 
given to applicants with general and obstetric experience. 

Applications, with names of 2 referees, to Secretary, by 
14th ae ; = oy, 
sou PTON CHEST HOSPITAL. (252 Beds.) 
SENIOR anOU SE OFFICER required, to be responsible for 
Infectious Diseases Unit. The duties are such as to suit a 
candidate reading for higher examinations. The Unit is sited 
at a Hospital possessing up-to-date Tuberculosis and Thoracic 
Surgical Units, whilst the Southampton Group of hospitals as 
a whole affords excellent opportunities for study and experience 
in all branches of medicine. 

Applications, together with copies of recent testimonials, 
should be forwarded as soon as possible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. b = ari. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited from fully registered practitioners for the post of 
RESIDENT HOUSE PHYSICIAN (House Officer grade). Post 
vacant 5th September, 1957. Appointment primarily to Peediatric 
Department, with duties in Cardiological and Skin Departments. 
Post ree ognised for D.C.H. 

Applications, stating age, qualifications, and previous experi- 
ence, with copies of recent testimonials, should reach the under- 
signed at the Hospital as soon as ——- 


C. Fretp, Secretary. _ 


ST. ALBANS (near), HERTFORDSHIRE. NAPSBURY 
MENTAL HOSPITAL. JUNIOR HOSPITAL MEDICAL OFFICER 
(full-time) required. 3 years tenure. Some experience in 
psychiatry desirable. Single accommodation available. 

Apply to Medical Superintendent by 19th August, 1957. 


STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (obstetrics and gynecology). 
Married accommodation available. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 
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STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) HOUSE OFFICER (general 
surgery ) 5 em Pre-registration post. Hospital recognised 


for F.R. 
Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 


Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH 
ROYAL INFIRMARY. HOUSE PHYSICIAN. Pre-registration post. 

Detailed applications, with copy testimonials, to Group 

Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
SWANSEA. MORRISTON HOSPITAL. (501 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER in the 
Department of Neurosurgery at the above Hospital. The 
Department is the centre for neurosurgery for South West 
Wales and the post offers facilities for the study of neurology 
for those studying for higher qualific ations. 

Applications, together with copies of 2 recent testimonials, 
should be forwarded to the Medical Superintendent of the 
Hospital. . JONES, Group Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Locum OBSTETRIC AND 
GYNASCOLOGICAL REGISTRAR required 26th August-— 
8th September. 

Applications, with copies of 2 recent testimonials, to Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED CROSS 
MEMORIAL HOSPITAL. SENIOR HOUSK OFFICER (anesthetics) 
required. Post which is tenable for 1 year will be resident. 

Applications, with names of 2 referees, to Secretary. 
TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (casualty 
and orthopedic), vacant now. 

Applications, stating age, nationality and qualifications 
together with the names of 2 referees, should be forwarded to 
the Group Secretary, Taunton Hospital Management Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, 
Taunton, Somerset. 

TAUNTON (near), TONE VALE GROUP HOSPITAL 
MANAGEMENT COMMITTEE, NORTON FITZWARREN, near TAUNTON, 
SOMERSET. Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER with duties mainly 
at Tone Vale Hospital, a modern psychiatric hospital of 1100 
Beds, treating all forms of mental and nervous disorder and 
including a unit for psychotic children. The post provides an 
excellent opportunity for postgraduate training in psychiatry, 
including outpatient clinic work, and particularly the study of 
child psychiatry not only with psychotic children in the unit 


STAFFORDSHIRE 





at the Hospital but also attendance at child guidance clinics 
in the county. Every facility is provided for study for the 
D.P.M. and facilities are also available for research and oppor- 


tunities for work for the M.D. Degree. Previous holders of this 
post have been granted special study leave. Accommodation 
at a moderate charge is available for single or married officer. 
The appointment will, in the first instance, be limited to 3 
years and will be subject to the terms and conditions of service 
for hospital medical staff (present salary seale £852 10s.— 
£1182 10s. p.a.). 

Applications, giving details of age, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be forwarded to the Group Secretary, within 10 days.of the 
appearance of this advertisement. y 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 


SENIOR HOUSE OFFICER required for the Orthopedic 
Department. Salary £819 10s. p.a., £150 p.a. charged for 
accommodation. 


Address written applications, giving full particulars of experi- 
ence and 2 names and addresses for reference, to— 

W. BowRING, Group Secretary. 

Pinderfields General Hospital, Wakefield. 

WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited from registered medical practitioners for 
post of JUNIOR HOSPITAL MEDICAL OF DR in Anses- 
thetics (recognised for D.A. and F.F.A.R.C.S.). The post offers 
wide experience,*as large Orthopedic and Thoracic Units are 
located in the Hospital in addition to the general surgical and 
gynecological wards. Appointment may be either resident or 
non-resident. If resident, a charge at the rate of £170 p.a. 

be made. 

Address written applications, stating sage, nationality, quali- 
fications with dates, experience, details of previous appointments, 
and 2 names and addresses for reference, to— 

W. BowRInG, Group Secretary. 

Pinderfields General Hospital, Wakefield. ig 
WARRINGTON GENERAL HOSPITAL. (344 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFF FICER (pediatrics), Male or Female. Post recognised for 
D.C.H. The post will become vacant on Ist October, 1957. 
Scale of salary £819 10s. p.a., 
residential emoluments. 

Applications to be forwarded to— 

HENRY L. Boot, Group Secretary 

Warrington and District Hospital  Bempeenanen 44 Committee. 

c/o General Hospital, Warrington, Lancs. 

WATFORD CHEST CLINIC, Peace Memorial 
HOSPITAL, WATFORD. Locum REGISTRAR required imme- 
diately for work at the above chest clinic and beds (tuberculosis 
and chest medicine) at associated hospitals. Experience of 
refills essential. Car is desirable and allowances are paid. 

oscar” immediately Physician-in-charge (Telephene : : Watford 





less a deduction of £150 p.a. for 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER in Orthopedic 
Surgery. Post now vacant. 


Applcetions to Secretary. 





WIGAN AND LEIGH GROUP OF HOSPITALS. Registrar 
in Chest Diseases to the above Group. 2 busy chest — and 
opportunity to gain experience in Thoracic Surgical Unit. 

Applications, with names of 2 referees, to Secretary, Knowsley 
House, Wigan. ru 
WIGAN AND” LEIGH HOSPITAL MANAGEMENT 
eames ~~" 

sory Albert Edward Infirmary, Wigan 
HOU a SURGEON. 
HOUSE PHYSICIAN. 
Leigh Infirmary 

HOUSE SURGEON. 
All pre-registration posts—becoming vacant shortly. 

Applications,’ with names of 2 referees, to the Secretary, 
Knowsley House, Wigan. 
WIGAN (near). WRIGHTINGTON HOSPITAL. Senior 
HOUSE OFFICER required to commence end of September. 
247 Leds for orthopedic, mainly tuberculosis. Salary and 
board charges in accordance with national scale. 

Applications to Secretary with 2 references. 
WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (orthopedics), Royal Gwent Hospital, New- 
port. Separate Fracture and Orthopedic Unit (36 Beds). Own 
Outpatient, X-ray and Rehabilitation Departments. Non- 


resident. 

REGISTRAR (obstetrics and gynecology), West Wales 

a Hospital, Carmarthen (25 obstetric, 18 gynecology 
e 

REGISTRAR (pediatrics), based Merthyr General Hospital, 
Merthyr, to serve Merthyr and Aberdare Hospital Management 
Comunittee. 

REGISTRAR (general surgery), to serve Caernarvon and 
Anglesey Hospital Management Committee. Based at Llandudno 
General Hospital. Hospital recognised for F.R.C.S. Non- 
resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WEST DORSET GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BQARD. OBSTETRICAL AND GYNASCOLOGICAL REGIS- 
TRAR (Registrar grade) required. Duties mainly at Portwey 
Hospital, Weymouth (39 obstetrical and gyneecological 
beds) recognised for the M.R.C.O.G. Single accommodation 
available at the rate of £170 p.a., otherwise must be resident in 
Weymouth area. Post vacant Ist November. 

Application form, which should be returned immediately, 
from The Group Secretary, West Dorset Group Hospital Manage- 
ment Committee, Damers-road, Dorchester, Dorset. 

WEST FIFE HOSPITALS BOARD OF MANAGEMEN’. 
GLENLOMOND HOSPITAL, By KINROSS. (Tuberculosis 150 Beds. ) 
Applications are invited from suitably qualified medical practi- 
tioners for the appointment of REGISTRAR (resident) Married 
quarters may be provided if required. 

Applications, giving names. of 3 referees, should be lodged 
with the Physician-Superintendent, from whom _ further 
particulars may be obtained. 


WHITEHAVEN HOSPITAL, Cumberland. (119 Beds. 
Pre-registration post. Recognised F.R.C.S.(Ed.).) HOUSE 
SURGEON (first, second or Senior House Officer post), vacant 
middle of August. 

Detailed applications, with dates, and names of 2 referees, to 
Secretary, Workington Infirmary, Camberiand._ by 
WOKINGHAM. PINEWOOD HOSPITA (230 Beds 
with a Thorecic Surgical Unit.) MEDIC AL REGISTRAR 
required at above Hospital. Bronchitis Unit and beds for non- 
tuberculous conditions of the chest. Unfurnished flat available ; 
residential quarters for single man or woman also available. 

Application forms from, and returnable to, Secretary, Windsor 
Alma-road, Windsor, by 


Hospital Management Committee, 
24th August. ¥s 
WORCESTER. RONKSWOOD HOSPITAL. (312 Beds.) 
SENIOR HOUSE OFFICER (surgical) required immediately 
at this busy general hospital, which is associated with Worcester 
Royal Infirmary. The appointment offers wide and varied 
experience and is recognised for the F.R.C.S. examination. 

Applications to Hospital Secretary. oe 
DUBLIN. SIR PATRICK DUN’S HOSPITAL. Whole- 
time SURGICAL REGISTRAR AND SURGICAL TUTOR 
(combined post) required. Salary range £850-£1050. 

Applications, together with copies of testimonials and names 
of 2 referees, should reach the Registrar of the Hospital not later 
than 20th ‘September, ees eee NS 
NORTHERN IRELAND HOSPITALS AUTHORITY invite 
applications for 2 whole-time posts as REGISTRAR in Psychi- 
atry under their Special Care Scheme for persons suffering from 
arrested or incomplete development of mind. The terms and 
conditions will be in accordance with the application of the 
Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 28th August, 1957. 


NORTHERN IRELAND HOSPITALS ‘AUTHORITY: 
Applications are invited for a whole-time post as TUTOR/ 
REGISTRAR in Mental Health at hospitals managed by the 
South Belfast Hospital Management Committee. The appoint- 
ment will be made jointly by the Authority and the Queen’s 
University of Belfast, and will involve teaching and other 
University duties as Tutor in the Department of Mental Health, 
together with Clinical responsibilities in the teaching unit. 
Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, 44-46, Queen-street, Belfast, and which 
must be returned so as to be received not later than 28th August, 


41 





THE LaNceET] 


THE LANCET GENERAL ADVERTISER 





[Aucust 10, 1957 





CANADA. PETERBOROUGH CIVIC HOSPITAL, 
PETERBOROUGH, ONTARIO. ROTATING JUNIOR INTERN- 
SHIPS with emphasis on Medical and Surgical Service. Stipend 
$2400 p.a., plus full maintenance. 

Please direct applications or requests for information to 

“* Superintendent,’’ Peterborough Civic Hospital, Peterborough, 
Ontario, Canada. 
U.S.A. CAMBRIDGE, MASSACHUSETTS. Applications 
are invited for the positions of RESIDENCIES in Anesthesia 
for a 2-year period beginning Ist July and 1st September, 1957. 
Salary $1800 first year and $3600 second year and full main- 
tenance. Training in all branches of anesthesia. Affiliation with 
other hospitals. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, P.O. Box 89, 
Cambridge, Massachusetts. Travelling expenses to and from the 
U.S.A. will be paid. Particulars will be sent as soon as application 
is received. Please enclose recent photograph with application. 


Public Appointments 
DERBYSHIRE COUNTY COUNCIL. County Health 
DEPARTMENT. ASSISTANT MATERNITY AND CHILD 
WELFARE MEDICAL OFFICERS AND SCHOOL MEDICAL 
OFFICERS. Applications are invited from registered medical 
practitioners for whole-time superannuable posts. Salary 
£1050—£50-£1200-£55-£1475 p.a. Car allowance. 

Particulars and forms of application are obtainable from 
Dr. J. B. S. MORGAN, County Medical Officer, St. Mary’s Gate, 
Derby, to whom they should be returned by 26th August, 1957. 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 








vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, S.W.1 
haa Latest date for receipt 
District County of applications 
_SOUTHEND .. _— ESSEX 24TH AUGUST, 1957 
GOVERNMENT OF JAMAICA. Medical Officers of 


HEALTH required to supervise the work of Public Health 
Nurses, Inspectors and District Midwives, Child Welfare and 
prenatal clinics, tuberculosis wards in hospitals and almshouses, 
and the treatment of venereal disease in hospitals and dispens- 
aries. They will also be responsible for programmes of immunisa- 
tion, be required to take an interest in insect control, and act 
as Advisers to the local Board of Health. Appointment on 
short-term contract for 3 years with possibility of ultimate 
pensionable employment ; or from National Health Service with 
retention of superannuation rights. Salary scale £1600-—£2000 a 
year. Gratuity (taxable) of £150 a year payable on satisfactory 
completion of contract. If officer retains National Health Service 
superannuation, gratuity will be 20% of aggregate sal . 
(Gratuities not payable to officers transferred to pensionable 
establishment.) Free passages for Officer, wife and dependent 
children under 18 not exceedi: 5 persons in all. Quarters not 
rovided but subsidy payable where rents exceed 10% of salary. 
ncome-tax at local rates. Climate healthy. Educational 
facilities svailable. Candidates must possess qualifications 
registrable in United Kingdom and Diploma in Public Health. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD.117/32/02). 
HEREFORDSHIRE COUNTY COUNCIL. Applications 
are invited for Whole-time ASSISTANT MEDICAL OFFICER 
(Male or Female) in the County Health Department. The duties 
will primarily consist of work in connection with the School 
Health and Maternity and Child Welfare Services. Salary 
£1050-£50 (3)-£55 (5)-£1475 p.a., together with car and sub- 
sistence allowances on County Council scale, which are in 
accordance with the scheme recommended by Committee C of 
the Medical Whitley Council. 

Forms of application may be obtained from the County 
Medical Officer, 35, Bridge-street, Hereford. Completed forms 
of application should be returned by 31st August, 1957. 

R. C. HANSEN, Clerk of the Council. 

LANCASHIRE COUNTY COUNCIL. Applications are 
invited from registered medical practitioners for appointment 
as ASSISTANT DIVISIONA MEDICAL OFFICERS. 
Vacancies in areas in the vicinity of Bury and Burnley. Posses- 
sion of Diploma in Public Health desirable. Salary £1050, 
rising to £1475 p.a. Travelling and subsistence allowances where 
applicable. 

Application forms and further particulars from County Medical 
Officer, Serial 368, East Cliff County Offices, Preston. Appli- 
cation forms to be returned by 31st August, 1957. 

PSYCHIATRISTS 
required by 
SASKATCHEWAN DEPARTMENT OF PUBLIC HEALTH 
or 
SASKATCHEWAN HOSPITAL, WEYBURN 

Salary : Starting rate $6660, $6900 or $7140 per year 
depending upon experience. Promotional opportunities 
with salaries up to $14,000 per year. 

Requirements : Only Registrars or Senior Registrars 
or equivalent with D.P.M. and with strong interests in 
social (Milieu) therapy and group psychotherapy need 
apply. Promotional opportunities are available to those 
who pass the examinations in the Specialty of Psychiatry 
= } by the Royal College of Physicians and Surgeons 
of Canada. 

For application forms and further information apply to 
W. C. A. Kuicuts, Executive Assistant, Saskatchewan 

Chester-street, 


2 Belgrave-square, London, 
and. 

Applicants should refer to competition No. c/c4930 and 
should submit completed forms to Mr. Knights not later 
than 3rd September, 1957. 








MIDDLESBROUGH. COUNTY BOROUGH OF 
MIDDLESBROUGH. SENIOR ASSISTANT MEDICAL OFFICER 
OF HEALTH AND SCHOOL MEDICAL OFFICER. Apes 
cants must be registered medical practitioners having the D.P.H. 
or equivalent, and previous experience in public health, mental 
health, or in general practice. The work will be administrative 
as well as in the field. Salary £1200-£50 (3)-£55 (5 ae gy 9 aed 
Applications, with names of 3 referees, to the Medical Officer 
of Health, 26, Southfield-road, Middlesbrough, by 26th August, 
1957. E. C. Parr, Town Clerk. 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy.”" 


CHELMSFORD, ESSEX. Applications invited for retire- 
ment VACANCY (urban—intermediate area). List at present 
approximately 2100. Residential and surgery accommodation 
may be available by purchase. Apply on Form E.C.16a by first 
post on 24th August, 1957, to— 
. BERGDARBL, Clerk of the Council. 
Essex Executive Council, 131/3, Fillebrook-road, 
Leytonstone, B.1), 0000 
CORRIS, near MACHYNLLETH, NORTH WALES. 
Applications invited for VACANCY (rural). List at present 
pproximately 955. Knowledge of Welsh desirable. Apply on 
E.C.16A before 19th August, 1957. (The retiring practitioner 
was in receipt of an Inducement Payment.) Particulars regard- 
ing remuneration, housing and district may be had on application 
from the Clerk. 
D. G. Roserts, Clerk, Merioneth Executive Council. 
Beechwood House, Dolgelley. 
EASTRY, SANDWICH, KENT. Applications invited 
for VACANCY (rural). List at present approximately 890, 
including approximately 280 dispensing patients. Residence 
and surgery available. Apply on E.C.16a before 24th August, 
1957, to— F. E. Mixes, Clerk, 
Kent and Canterbury Executive Council. 
11, Station-road, Maidstone. 








PERTH, WEST AUSTRALIA, old-established General 
Practice. Gross average £7500. Well-appointed modern 
Consulting-rooms attached comfortable family residence, valued 
at £5000. Goodwill £4500. Reasonable offer considered. Sell or 
lease with view to purchase. Terms available. Scope for major 
Surgery and Gynsecology.—Reply to Box 222, G.P.O., Fremantle, 
West Australia. 








British Pharmaceutical Company currently forming 
several subsidiaries in Africa, requires British Medical Practi- 
tioner aged 30/40 years, with considerable clinical experience 
to act in an Advisory capacity to these subsidiaries. The success- 
ful applicant will be required to reside permanently in Salisbury, 
Rhodesia, and to travel extensively in Africa. His duties will 
include arranging clinical trials, supplying medical information 
and advising on promotional matters. The post is a responsible 
one. Salary not less than £2000 p.a.—Re ly to : Address, No. 
319, THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Required, Doctor on Indian ship sailing for Bombay from 
Liverpool, mid-October. Contact immediately.—Address, No. 
318, THE Lancet Office, 7, Adam-street, Adelphi, London, W.C.2. 
Partnership wanted, London or Home Counties, with 
succession within some years. Capital available for house 
purchase.—Address, No. 312, THE LaNceT Office, 7, Adam- 
street, Adelphi, London, W.C.2.00 
Middlesex Hospital Medical School. Junior Secretary 
required by The Institute of Clinical Research, previous medical 
experience desirable but not essential. Salary according to age 
and experience. 

Applications to the Secretary, Institute of Clinical Research, 
40, Hanson-street, London, W.1. 














Vacancies, convalescence or rest. Charming well-appoint ~ 
ed House in lovely garden overlooking Bay. From Ist October, 
double/single bed-sitting rooms, all with sea views, hot and cold, 
fires, &c. Resident Nurse in attendance, Special to diets. Full 
board from 84 guineas per week.—CuyYy MorvaH, St. Ives, 314, 
Cornwall. 

Charity Commission. 

In the matter of the Charity called the Devon and Exeter 
Benevolent Medical Society. 

The Charity Commissioners for England and Wales give notice 
that they propose, after the expiration of 1 month, to make an 
Order extending the Charitable Trusts Acts to the Charity in so 
far as it is exempted therefrom. 

Objections or suggestions may, within 21 days, be sent to the 
Secretary, Charity Commission, 14, Ryder-street, London, 8.W.1, 
under reference 138,391. 











Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical ya. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). | LENT UNL 
Required urgently back numbers of “ Archives of Disease 
in Childhood ” for February, 1955, and February, 1956.—Write 
Address, No. 321, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. : ERA 7 18 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with Ma ) ECRETARIAL 
SERVICE Ltp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
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ACHROMRMYCIRI 


TETRACYCLINE 


* REGD. TRADE MARK 

















ACHROMYCIN tetracycline is unsurpassed 
among broad-spectrum antibiotics. Not 
only is this true in severe generalized 
infections but in the strictly localized 
conditions too, where topical application 
of the drug can be relied upon to exert 
intensive antibacterial action — right at the 
site of infection — with gratifying certainty 
and with the minimum of side reactions. 
This valuable ,property of ACHROMYCIN 
has led to the formulation of a compre- 
hensive range of topical presentations — 
each with a well defined place and purpose 


in general and hospital practice. 


SKIN INFECTIONS - AchRromycin Ointment 3% 


EYE INFECTIONS - Achromycin Ophthalmic 
Ointment 1% 


ACHROMYCIN Ophthalmic 
Powder Sterilised 


EAR INFECTIONS ~- Acuromycin for Ear Solution 
THROAT INFECTIONS - AcuRromycin Troches 


LEDERLE LABORATORIES DIVISION 
Gyanamid or GREAT BRITAIN LTD., London, WC2 





_: 
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Uitracortenol 


(Prednisolone Trimethylacetate) 


with Bradosol 
Cream ~~. 


for eczemas 
and other inflammatory, pruritic or 
allergic skin disorders 





The bactericide Bradosol prevents secondary infection which 
tends to develop during cortico-steroid therapy. 


PROMPT RELIEF OF SYMPTOMS 


PROLONGED DURATION OF ACTION 


Tubes of 5g. containing 0.5°%, prednisolone trimethylacetate and 0.05% 
B-phenoxy-ethyl-dimethyl-dodecyl ammonium bromide in a specially formulated base. 





C IBA 


* Ultracortenol’ and‘ Bradosol’ are registered trade marks. Reg. user 


CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX 
Telephone : Horsham 4321. Telegrams: Cibalabs, Horsham. 
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